| 


THE AGED AND THE AGING IN 


THE UNITED STATES 
(THE COMMUNITY VIEWPOINT) 








OF CHE 
JAN 21 1960 
HEARING 


SUBCOMMITTEE ON PROBLEMS OF 
THE AGED AND AGING 
COMMITTEE ON 
LABOR AND PUBLIC WELFARE 
UNITED STATES SENATE 
EIGHTY-SIXTH CONGRESS 
FIRST SESSION 


MAIN 
READING ROOM 


PART 3. PITTSBURGH, PA. 
OCTOBER 23, 1959 


Printed for the use of the Committee on Labor and Public Welfare 


os 


UNITED STATES 
GOVERNMENT PRINTING OFFICE 
43350 WASHINGTON : 1960 








COMMITTEE ON LABOR AND PUBLIC WELFARE 
LISTER HILL, Alabama, Chairman 


JAMES E. MURRAY, Montana BARRY GOLDWATER, Arizona 

JOHN F. KENNEDY, Massachusetts JOHN SHERMAN COOPER, Kentucky 
PAT McNAMARA, Michigan EVERETT McKINLEY DIRKSEN, Illinois 
WAYNE MORSE, Oregon CLIFFORD P. CASE, New Jersey 

RALPH W. YARBOROUGH, Texas JACOB K. JAVITS, New York 

JOSEPH S. CLARK, Pennsylvania WINSTON L. PROUTY, Vermont 


JENNINGS RANDOLPH, West Virginia 
HARRISON A. WILLIAMS, JR., New Jersey 
St—EwakRT E. McCiure, Chief Clerk 





SUBCOMMITTEE ON PROBLEMS OF THE AGED AND AGING 


PAT McNAMARA, Michigan, Chairman 
JOHN F, KENNEDY, Massachusetts EVERETT McKINLEY DIRKSEN, Illinois 
JOSEPH S, CLARK, Pennsylvania BARRY GOLDWATER, Arizona 
JENNINGS RANDOLPH, West Virginia 
SIDNEY SPEcTOR, Staff Director 
Harowtp L. SHEPPARD, Research Director 
II 











B 


¢ 








XICA 


CONTENTS 





STATEMENTS 


American Service Institute of Allegheny Co., Pittsburgh, Pa., prepared 
POC UG TING ae Ss ta os wk ta we de we es ee 
Batt, William L., Jr., secretary, Department of Labor and Industry, Com- 
monwealth of Pennsvivaiin: 2... ... cccsus oe te eS 
Bee, Dr. Daniel H., chairman, board of trustees, Medical Society of Penn- 
SVIVANE nico ca ceded cee ee eee ae eee ae ae 
Prep: ibd SRRNIRNO Se ie i eee ea eee 
Bergman, Sidney, executive director, Montefiore Hospits ul, Pittsburgh--_- 
Block, Harry, secretary-treasurer, Pennsy lvania CIO Council__..-..---- 
Fropares: meaommewe. 252 ok ee 8 ce oe ee eae ees 
Block, William, president, Health & Welfare Association of Allegheny 
County - wera ls ea ele ot eg eer ee ge eae eaere eee eee 
Prepared st oF I eS EE REC TEL SE SME RET ET ER 
Cobb, Dr. Sidney, associate professor, Graduate School of Public Health, 
University of Pittsburgh 
Prepared statement... . s.2.. .660.5 hc en ee hee eee 
Cohen, Elias 8., commissioner, Officer for the Aging, Commonwealth of 
PONHSVIVENIAS ¢ soc oocens See ceiten dws Je hace nantes ac ea eeetese 
Prepared statement... =.......< seated lie cept ae tee ae 
de Benneville, Mrs. Alice K., executive dire ctor, Visiting Nurse Assoeia- 
tion of Allegheny County, Pennsylvania: .-.. 2... 25.-.5.2.54 555202 
Présared statement; 2 2556s cee bee es ee 
Downey, Regis F., M.D., Mayview State Hospital, Mayview, Pa., pre- 
DOS CONG iin Bes eae Anancad dane ana oeekaeen ee 
Erlichman, Robert I., prepared statement--.--...-....----------------- 
Findlan, Msgr. Joseph, director, Catholie Charities, Pittsburgh_.----~--- 
PCa GtAROIOI SU 8s of Sooo cunt inns ceanguasaseneeuaieees 
Freeman, Dr. Joseph T., chairman, Commission on Geriatrics, Medical 
BOGetr OF PeRUCTINGIIR. «oc nccicdcwnadeucuosaaesaaweenseueeeen 
Prepared OOo 6 Kikith eee aime ame eee iene 
Fulton, Hon. James G., a Congre ssman from Pennsylvania, prepared 
statement _- - bs 2 scl se Gk a as i a a is aie al een a a ee Sling 
Gale, Matthew K., assistant vice president, “Medieal Services Association 
ie RY UNI ke tant nao omen ae cee eaten ie ales acm eS 
Gallagher, Thomas J.. m: vor, city of Pittsburgh : 
Goodman, Bernard, president, Jewish Home fcr Aged, Pittsburgh, Pa., 
wrenkeed Siete 2 2c. on. Soe ens ieee bie cereus eeenas 
Hay, Malcolm, secretary, Pennsylvania Citizens Association for Health 
and Welfare, prepared statements_--._.........--..-.-..-..-....-- 
Hiller, Robert I., executive director, United Jewish Feder: ation, Pittsburgh- 
Prepared statement_ Se cue e tee eee 
Holland, Hon. Elmer J., pre ps ared statement__._----- 
Holmquis t, Rev. Chester L., executive director, Lutheran Service Socie ty, 
Pittsburgh_- loi a ae 
Prepared statement sai nich ae ie gen hes os ates tate 
Kraft, Dr. Alfred, assistant to director, John J. Kane Hospital, Pittsburgh 
Prepared statement_-_------ sii calamistis ee 
Viedairanuene, Fred, legislative chairman of the Senior Citizens Central 
Association of Pennsylvania, prepared statement in nn tk al ae ee oe 
Lawrence, Hon. David L., Governor of nen prepared state- 
re wa iki ta tt aetna ig was arate sen ae 
McDermott, Hope, executive director, American Service Institute of 
Allegheny County, prepared stateme eS ee oe eae. ee 


Page 


64] 
649 


705 
703 


659 
752 
609 
612 
669 
660 


742 


679 
571 





av CONTENTS 


Marguriet, Daniel, president, district council No. 6, bmeraniaing: Swissvale, 
Pa., prepared statement aah aati 
Miller, Mrs. Gilbert, director, senior citizens progr: im, Irene Kaufman 
Settlement and Centers, Pittsburgh, Pa.__ 
Prepared statement_- ats nn mak 5% sh 
Moorhead, Hon. William S&., a Congre ssman from the State of Penn- 
sylvania-_ -_- 
Prepared st: ate ‘ment. 
Moss, Celia A., director, home care program, Montefiore Hosp its ul, pre ps ired 
ee es gc tat ao age a fs 
Naylon, \ L illy E., Pe ‘nnsylvania Nurses Association 
Palcmad stan nt emanswauen tune . saci ea cents aati 
O’Brien, James C., assistant to the chairman, Committee on Retired 
Workers, prepared statement 
Pine, Mrs. Lora B., assistant executive dire ctor, Alle ghe ny >C ounty Board 
of Publie Assistance, Pittsburgh 
Prepared statement 
Pollak, Otto, professor of soc ‘iolo 
statement a soos ta cet 
Rothman, Mrs. Samuel, president, “National Council of Jewish W omen, 
prepared statement - : sehep alg mtr 
Shirk, Elliott M., exe cutive director, Pennsyly: ania Fair Employment 
Practice Commission 
Prepared statement de , : ey 4 
Stetin, Sol, vice president, Textile Workers Union of America, AFL—CIO_- 
Prepared statement Pcie aed ka soup 
Trinkaus, G. B., manager, gr ‘Oup de _partme nt, Aetna Life Insurance Co. 
Pittsburgh, Pa., prepars d statement 


Tronzo, Alfred L., administrator, Housing Authority of City of Pittsburgh. 
Prepared statement eae : 
Waldman, Arthur, executive director, Home for » Jewish Aged, Phila- 
delphia, Pa 
Prepared statement- - -- 
Williams, Dr. John R., pre pared statement. 


Wray, Daniel G., pre pared statement 


ADDITIONAL INFORMATION 


List of retirement hotels—September 1959......-...-.-----.-------- 


Page 





AGED AND AGING IN THE UNITED STATES 


FRIDAY, OCTOBER 23, 1959 
U.S. Senate, 


SUBCOMMITTEE ON ProBLEMS OF THE AGED AND AGING 
OF THE COMMITTEE ON LABOR AND PusBiic WELFARE, 
Pittsburgh, Pa. 

The subcommittee met, pursuant to notice, at 10 a.m., in city council 
chamber, City-County Building, Pittsburgh, Pa., Senator Joseph S. 
Clark pr esiding. 

Present : Senator Clark, presiding. 

Subcommittee staff member present: Sidney Spector, staff director. 

Committee staff member present: Raymond Hurley, minority pro- 
fessional staff member. 

Also present: James Sundquist, administrative assistant to Senator 
C lark, Irma Ehrman, assistant to Senator Clark. 

Senator CLarKk. The subcommittee will be in session. 

This is the second grassroots hearing of the Subcommittee on the 
Problems of the Aged and Aging. Its chairman is Senator Pat Mc- 
Namara, of Detroit, Mich. Jam a member of the subcommittee, and 
in somewhat of a share-the-wealth movement we are splitting the duties 
among the members. It was my good fortune to be called on to pre- 
side at this Pennsylvania hearing of the subcommittee. 

The first of these grassroots hearings was held in Boston earlier this 
year. We will continue on our tour in at least five other cities. Early 
next year we will report our findings and recommendations to the 
Senate, and I hope that these recommendations will be strong enough 
and specific enough to bring about some of the legislative action that 
is so obviously needed. 

I think I should interpolate to say that the investigations of the 
committee to date show a very great need for more effective action at 
both the local and the State level, and that the problems of the aged 
and the aging certainly cannot be solved in their entirety without the 
cooperation not only of all levels of government, but also of private 
agencies and private charities. 

‘ ongress has devoted much time and thought to programs that 
ereatly affect our older citizens—social security, veterans’ pensions, 
old-age assistance, and more recently, housing. ut this subcommittee 
is the first body in the history of the Congress to undertake a study of 
all of the problems that beset older persons. I hope that these hear- 
ings will get us out of the talk stage and into the action stage on 
many of these problems that have already been thoroughly discussed 
and analyzed. 

In 1900, 4 percent of our population were over 65. Today, the 
proportion is 8.6 percent. By 1975, there will be 20 million persons 
over 65, compared with 1514 million now. 

569 








o10 THE AGED AND THE AGING IN THE UNITED STATES 


Our hearings thus far indicate that while more persons are living 
longer, all the difficulties which make living longer a source of pain, 
rather than contentment, appear to be becoming more intense and 
affecting more people year by year. And while we are all encouraged 
by the growing national interest in the subject, we also recognize that 
we are barely treading water. 

To interpolate again, I hope the activities of this subcommittee will 
spur and increase the national interest in the matter, because na- 
tional interest is essential if we are going to have effective legislation 
and administration which the people will support. 

Today the subcommittee wants your comments particularly on what 


government at all levels can do to deal with problems of health, mental 


health, employment and income, housing, recreation, useful com- 
munity activity, adult education, and so on, for the aged and aging. 

I would like your reaction to several courses of action which I be- 
lieve—on the basis of testimony before your subcommittee so far— 
are indicated: First, add flexibility to retirement programs, including 
social security, to encourage people who want to work longer to do so. 
Several bills have been introduced to the Congress on this matter, one 
of which I introduced myself. Forced retirement is one of the cruelest 
blows we can inflict on human beings accustomed to the security and 
satisfactions of employment. It is also a loss to the whole economy. 
One approach which is before the Congress is my own bill to provide 
increased social security benefits when they do retire for people who 
postpone retirement. What can be done to encourage more private 
industries to work out flexible retirement programs? 

Second, reduce age discrimination ia employment. The subcom- 
mittee wants to know how successful have been Pennsylvania’s efforts 
along this line, through the fair employment practices commission 
and the advisory board on problems of older workers. 

Parenthetically, as a member of the Senate Committee on Unem- 
ployment, I took testimony in Fayette County for 10 days and was 
shocked to find that men were actually being told that they could not 
get jobs because they were too old at the age of 33. This is certainly 
a shocking development in our economy and in our employment 
practices. 

Third, provide more adequate housing. We must examine the 
adequacy of housing programs geared to the needs of the elderly, and 
we want your specific views regarding Federal programs, including 
the measures just enacted. 

Fourth, provide hospitalization coverage for the maximum number 
of retired persons. Congress has before it two significant measures 
in this field—one to cover basic medical costs and rid people of anxiety 
about paying for catastrophic illness which so often afflicts the elderly ; 
and one to provide hospitalization for retired Federal employees, 
which would be important as a model for private plans. 

Beyond these things, we want your views about what can be done 
to prepare people to meet the problems of future retirement; to re- 
educate those who have retired and are not equipped to make this a 
meaningful time of life; to reeducate all of us as to the usefulness of 
older people. 

It is interesting to note that Senator McNamara, the chairman of 
this subcommittee, is 65 years of age. I have had my 58th birthday, 
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so I am getting to the point where this is a matter of critical interest 
to me, too. 

When we look around us at the achievements of people over 65— 
Eleanor Roosevelt, Harry Truman, Herbert Hoover, Carl Sandburg, 
Governor Lawrence, President Eisenhower, many of my useful col- 
leagues in the Senate, and somebody mentioned Grandma Moses—we 
realize that the years after 65 can be the most productive period of 
one’s life. The work done by Thomas Edison, Albert Einstein, 
Winston Churchill and Frank Lloyd Wright, after thay had passed 
age 65, was among their greatest contributions. 

The question before us, to use that very apt phrase, is: We have 
added years to our lives; how can we add life to our years? 

I am happy to welome here, to welome us here, the distinguished 
mayor of Pittsburgh, the Honorable Thomas Gallagher, and I would 
be very grateful indeed if he would come forward to say a word of 
greeting. 


STATEMENT OF THOMAS J. GALLAGHER, MAYOR, CITY OF 
PITTSBURGH 


Mayor Gatiacuer. Senator Clark and members of the subcommit- 
tee of the Senate, and ladies and gentlemen; I am delighted to welcome 
Senator Clark and the subcommittee staff members to Pittsburgh. 

We are pleased that Congress is taking this means of determining 
the needs and the problems of our senior citizens. It seems to me that 
this is a problem that has literally sneaked up on us. The rate at which 
the life span in this country has increased is astonishing, and as a 
result of many advances in medical science we now find that the seg- 
ment of our population 60 years of age or older is growing faster than 
any other group. It is no secret that we are not adequately prepared 
to meet the many problems created by this increased longevity. There 
are a number of expert witnesses who will testify here today as to the 
scope of the problems locally and the facilties that are available in this 
area. I would, however, like to outline briefly a program the city of 
Pittsburgh has developed in an effort to cope with one phase of this 
problem, the leisure time activities of our senior citizens. 

Under the auspices of the department of parks and recreation we 
provide a program of recreation and craft work in 10 cents throughout 
the city. Here our senior citizens have a place to meet people, a place 
where they read or paint, sing, or just reminisce, a place in their com- 
munity where their leisure time is both productive and pleasant. It 
is a very popular program, and one that has grown rapidly in recent 
years. It is but a small step in meeting the total needs of our aging 
population. 

I hope that as a result of what you hear and see in Pittsburgh, as 
well as the other cities you visit, that this Senate committee will de- 
velop a program of Federal action that will be approved by Congress 
next year. 

I thank the committee for coming to Pittsburgh and holding their 
hearings here. And when Senator Clark was enumerating the senior 
citizens, he forgot yours truly. I am very proud to say I will be 76 
years of age on ‘December 20. And there is a friend of mine out there, 
Alex Littman. I think he is 82. 
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Senator CLark. Mayor, we are very grateful to for your hos- 
pitality and your willingness to make this chamber available to us. 

Ladies and gentlemen and members of the press, we have a great 
many witnesses today. We are intensely interested in what you have 
to say. We do want to cooperate with the press to every possible 
extent, and also the photographers, but we have had a good many 

ictures taken so far, and I will be happy to pose during the luncheon 
Sear But with so many distinguished citizens here waiting to testify, 
and I am sure with important engagements, I think we will have to get 
ahead with the hearings. 

I understand that each of you have been kind enough to file state- 
ments setting forth your views. I can assure you they will be read ~ 
diligently and with interest by all members of the committee and the 
staff, and I would like to stress again, if I may, that we hope you will 
hit the high spots in your testimony when you come forward so that we 
can get the essence of your thinking as promptly as possible and have 
an opportunity for the staff and myself to ask any questions which may 
occur to us to get the record in the sh: ape we would like to have it. 

I would like to welcome here as participants in this hearing two of 
the splendid Congressmen from the Allegheny County area, the Hon- 
orable William S. Moorhead, who will be a witness before us, and the 
Honorable Elmer Holland, whom I have asked to sit up here with me 
to help preside at this hearing as long as he can. 

Congressman Holland, I understand you have a prepared statement 
to place in the record, and I would like to have it at this point, and 
thank you very much for your efforts and courtesy. 

At this point your formal statement will be made a part of the 
record. 

(The prepared statement of Mr. Holland follows :) 


PREPARED STATEMENT OF Hon. Etmer J. HOLLAND 


This section of our population—our elder citizens—is one to which we have 
paid only token recognition for the past several sessions of Congress. 

True, during the 85th Congress, we enacted legislation that would give them 
a slight raise in income. However, that raise did nothing but salve the con- 
science of many Members of Congress, for it actually meant very little in the 
total amount of money received by the recipients in a 12-month period. 

In our present world of efficiency—and that goes for apartments as well as 
employment, and the congestion and confusion of our urban living, the average 
growing family cannot care for the older members as was the custom when we 
were a nation of farm families and families with large homes. 

Because of this change of pace in our mode of living, the majority of our elder 
citizens must care for themselves. While people were educated with the thought 
that “one must save for their old age,” we have found that it is impossible for 
the normal family—with children to raise, feed, clothe, educate and care for— 
to make sufficient money to be able to invest enough to have an independent 
income in their old age. 

In fact old age today, in the land of business and employment, is not so old. 
The compulsory retirement age of 65 in many businesses is tragic. Just because 
a person wakes up one morning to realize that it has been 65 years since he, 
or she, was born, that doesn’t mean the brain of the individual has stopped 
working, nor has his ability to handle people vanished, nor has his wealth of 
actual experience in certain lines of work disappeared. 

We have, through the miracles of modern medicine, prolonged the years of 
the normal individual and kept him active both mentally and physically. Then 
we tell him——‘‘you are 65 and must quit work, you can live on your social security 
benefits—an income of $111 (at the most).” 

The psychological effect is sometimes disastrous. 
Idle hands and idle minds create nervous disorders and mental breakdowns. 
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Worries over lack of money for food, housing and clothing—the necessities 
of life—grow and grow and prey upon even the most normal person. 

The fear of illnmess—and the inability to have proper medical care or hospitali- 
zation—create phobias. 

We, in America, through our scientific and medical achievements have helped 
people live longer—now We must help them make those added years fruitful and 
more productive. 

There are today at least 15 million of these elder citizens in our country and, 
by 1970, it is estimated there will be approximately 20 million. 

I am in favor of an increase in social security benefits. 

Financially, our country can stand it. 

From an economic standpoint it would be advantageous. For people, whether 
they are under or over 65, still have to eat and dress and live somewhere and 
their income will be spent for these necessities and help to expand our economy. 

An average couple who are in their sixties have had an income of approxi- 
mately $5,000 a year, more or less, and then suddenly discover they have less 
than $2,400 a year to live on. Their immediate reaction is to cut down on 
expenses; existence is the order of the day. As a result, our economy suffers. 

There is sufficient evidence aVailable to make us consider the advisability of 
lowering the age for eligibility for social security benefits from 65 to 60. The 
National Office Management Association recently showed in a survey of four 
cities that a very high percentage of firms won’t hire people over 50. 

In New York City, for instance, 42 percent of 142 firms questioned won’t hire 
men over 50, and 68 percent of the firms have closed their doors to men 55 or 
older. 

In San Francisco, 25 percent of the 56 firms questioned won’t hire people 
over 50 and 36 percent rule out applicants of 55. 

Iam also in favor of adequate medical care, hospitalization, and nursing home 
eare for our elder citizens. 

There is no reason why this cannot be furnished. 

There is no chance of socialized medicine here, even though that threat has 
been publicized greatly. 

I can remember the fights we had in the State legislature to get workmen’s 
compensation—the National Association of Manufacturers, the United States 
Chamber of Commerce, as well as the medical associations were against this 
years ago. 

The hospitalization plans and medical insurance, written today by private 
insurance companies, were opposed at one time by the hospitals and the medical 
associations under the guise of being socialistic plans. 

If private insurance companies could offer our elder citizens health insurance 
and hospitalization and nursing home care at a nominal rate—I would heartily 
endorse it. I think, however, the best offer today is around $8.50 a month. 
When your income is at the maximum $110 a month, the sum of $8.50 is 
pretty high. Because of this, it will have to be included in social security 
benefits. 

I would venture to say that much of the hospitalization and medical care for 
this group is already paid for by the Government through clinics supported 
by State and Federal funds. Why should we degrade our elder citizens, who 
have never had to seek charity or relief in the past, and force them to get help 
through those channels in their late years? 

For several sessions of Congress token legislation has been on the books to 
provide housing for the elderly. This has been started in some sections of the 
Nation, but additional funds should be granted to the housing authorities to 
enlarge this program. 

We are the wealthiest nation in the world. Our national income is the 
greatest it has ever been and it is due to the skill, the inventiveness, the ability, 
the industriousness and ambitiousness of those who are now our elder citizens. 

They have helped create our wealth. 

They have toiled in our mills, mines, and factories to produce our wealth. 

They have raised their families and educated them to the best of their 
ability to give us our highly skilled workers needed in today’s industrial plants 
and offices. 

They have helped make America what it is. 

I feel they should receive a small share of it. 

Along with other Congressmen, I have cosponsored legislation that will provide 
adequate health insurance, hospitalization, and nursing care. I have also intro- 
duced legislation to increase their monthly benefits and lower the age of eligi- 
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bility from 65 to 60, including in this the provision that the spouses of qualified 
recipients be permitted to receive benefits at the same time regardless of the age 
of the spouse. These bills are now in committee and I am hopeful they will 
receive favorable consideration when Congress reconvenes in January. 

I intend to do all I can to see that they are brought up for a vote during 
the session. 

Senator Crark. The first group of witnesses today are Mr. William 
Block, representing the Health & Welfare Association of Allegheny 
County. We had thou ight we would make better progress if we tried to 
put the witnesses together in what seemed to us logical groupings, 
and so I will ask Congressman Moorhead to come forward and take 
his seat, Mr. Alfred Tronzo, administrator, Housing Authority of the 
City of Pittsburgh; Dr. Alfred Kraft, assistant to director of the John 
J. Kane Hospital i in Pittsburgh. If you gentlemen will sit together 
up there and give us the benefit of your thinking as I call your name, 
briefly, and if you have any comments to make on each other’s presen- 
tations, we would be happy to hear them. 

What happened to Congressman Moorhead? He was here a minute 
ago. 

Well, he will come in in a minute, I guess. 

Mr. Block, will you start it off? We are very happy to have you 
here. I am purposely not advertising the Pittsburg Post- Gazette, 
but am billing you as the president of the health and welfare associa- 
tion. 


STATEMENT OF WILLIAM BLOCK, PRESIDENT, HEALTH & 
WELFARE ASSOCIATION OF ALLEGHENY COUNTY 


Mr. Brock. Thank you, sir. I am president of the Health & 
Welfare Association of Allegheny County, which is a planning, 
coordinating, and research organization in the health and welfare 
field. This matter of the needs of the aging is one of the many prob- 
lems and aspects of our work that we try te do some planning in. 
We have submitted to you a written statement of some of our consid- 
erations. I am rather sorry that the problems you posed up here this 
morning were not submitted to us earlier in writing so we could have 
gone over those spec ific questions and see how we re: eacted to suggested 
Federal legislation in those fields. 

Senator Crark. We would be very happy to have you file a sup- 
plementary statement expressing your views in that regard. This 
will be a very voluminous record, and I assure you that that supple- 
mental statement will receive careful consideration. 

Mr. Brock. I think we would have been in a better position had we 
had some time to know just what you wanted and the reactions to it. 

The health and welfare organization in this particular field has 
organized its approach in four categories: problems of inadequate in- 
come, ill health, unsatisfactory living arrangements, and unsatisfy- 
ing use of time. We don’t say that all the aged have all of these four 
problems or any one of the four. And the statistics available are cer- 


tainly not exact on how many people do need help in one or more of 
these categories. 
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INCOME MAINTENANCE 


In planning, we feel that a segmented approach which treats prob- 
lems of the aging from just any one of these standpoints is unrealis- 
tic, and a well-balanced community program must take into consid- 
eration all of these. Going in—I don’t want to take a lot of your 
time, because I know there are a lot of witnesses—but in the field of 
income, the problems of inadequate income, our most recent informa- 
tion shows that as of February 1959, in Allegheny County there were 
7,200 recipients of old-age assistance and 103 911 recipients of old-age 
and survivors insurance. 

About a year ago there was an increase in the old-age assistance 
maximum grants. They were increased by about 50 percent, to $99.60 
a month, and in our opinion this has been a help, but we don’t know, 
frankly, how many older people are on that borderline between what 
you might call a healthful situation and mere subsistence. This is 
one of the things that we hope, in a future comprehensive plan, to 
deal with. 


HEALTH 


In the field of ill health one of the underlying problems of course 
is the shortage of homes and hospital care for older people. For in- 
stance, there i is a waiting list, I believe, at Kane Hospital and Kane 
Hospital is having diffic ulty sending out from its fine facilities those 
yatients that do not really any longer require hospital treatment. 

Mayview and Woodville State ‘Hospitals similarly have large num- 
bers of patients who do not require or can’t benefit from psy vehiatric 
hospital treatment, but who do need some sort of supervised care. 
The number of such people in the community is not known, but a rep- 
resentative of the department of public assistance estimates that in its 
caseload alone there may be as many as 2,000 people who should have 
some type of custodial or supervised living arrangement. 

Kane Hospital, with the help of a number of agencies that have 
been cooperating, including our own, is making a beginning in a 
foster-home prog sram, which will meet the problem of taking people 
who no longer need hospitalization but need some sort of supervised 
care, taking a few of these selected older people and putting them 
into foster homes. We think this is at best a limited program, has 
limited potential, and there is still a great need for some type of 
custodial care beyond that now available. 


HOUSING 


In the field of inadequate living arrangements you are going to 
hear from one of our panelists here, Mr. Tronzo, who knows a lot 
more about it than we do. I don’t think I should go into that in 
great detail. 


We do have 23 fraternal and sectarian hospitals for the aged in 


Allegheny County, but they all have waiting lists, as far as we 


can 
ascertain. They are 


raring for an estimated 2,300 aged persons. 
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When we last made a survey in 1956, we found they had a waiting 
list of 650 applicants, and there is reason to believe that these lists 
have grown since. 

Senator Car. I get the sense of a feeling on your part that while 
there has been a substantial and increasing local effort, that it is not 
going to be possible to meet the need with local facilities. Am I 
wrong in that? 

Mr. Buiocx. That would be, I think, our feeling, although we have 
a plan to do a comprehensive survey in this field and we are a little 
reluctant to give you any flat conclusions. There is need for stronger 
local effort. I would doubt whether the funds available locally and 
the facilities available locally can handle this problem as it grows. 

Of course, we all know from the statistics that you quoted that this 
is a growing problem. I do think that there is going to be some need 
for housing, perhaps institutional care, and I think on the voluntary 
side we can probably do quite a bit in the field of leisure time, the 
handling of those problems. 

Senator Ciark. I would think that the leisure time field would be 
one where the local effort might be commensurate with the need. 

One of the problems that occurs to me—I wonder if you feel the 

same way—is that with considerable effort it is possible to establish 
the need for a workable program, but then you have the problem of 
how you are going to finance it. 

Mr. Brock. Right. 

Senator Crark. And to what extent can private interests, local, 
State, and National interests, afford to meet the needs in view of many 
other needs in our civilization? I think this is the most puzzling 
problem of all. 

Mr. Buiocx. That is why we think it needs very careful planning, 
because you could spend a great deal of money on any one segment 
and not have a good plan. 

Senator Crark. The study you have in mind will be financed by the 
health and welfare council ? 

Mr. Brock. Partially by our budget, but I think we would have 
to have supplementary moneys to do the plan in the way it should 
be done. 

Senator Ciark. Using tax money or foundation money ? 

Mr. Brock. Maybe private sources. 

Senator Criark. One important thing would be to coordinate that 
study with the larger programs so you just don’t get a study divorced 
from any of the other related agencies or problems. 

Mr. Buock. I certainly would hope we could get some guidance 
along those lines. 

In this field of voluntary service, we suggest in our written report, 
for instance, a counseling center for older persons which would give 
them information about what resources are available for them. We 
think there is a great ignorance of what facilities are now available. 

Senator Crark. Whose job do you think it is to make that informa- 
tion available and spread it ? 

Mr. Buock. I think this might well be done on a voluntary basis, 
this might well be done by a united fund agency, but I have no idea 
until we study this. 

We conclude in this statement by saying that there is a wide ga 
between the problems and the community’s capacity to deal with those 
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problems, as you mentioned, and we feel that the gap will continue to 
crow unless there is some special effort to prevent it, and we are very 
concerned about the problem of financing. A full complement of 
services would be expensive, and there is increasing resistance in the 
community to adding to the burden of taxation or voluntary giving, so 
we have to have a good plan which the public will accept as necessary, 
and then I think we can meet them through voluntary funds and 
tax money. 

Senator Crark. Thank you very much, Mr. Block. I think only 
for the record, but somewhat in defense of the staff, a pretty detailed 
letter was sent to Mr. Elmer Tropman of the health and welfare 
council, outlining five specific maiters we would like to have you com- 
menton. Perhaps you never saw it. 

Mr. Brock. My apologies, sir. 

Senator Crark. At this point, your formal statement will be made 
a part of the record. 

(Thé prepared statement of Mr. Block follows :) 


PREPARED STATEMENT OF WILLIAM BLOCK, PRESIDENT OF HEALTH & WELFARE 
ASSOCIATION OF ALLEGHENY CouUNTY 


My purpose here today, as president of the health and welfare association, is 
to present an overall picture of the local needs and resources of the Allegheny 
County aged population. I am representing a citizens’ planning, coordinating, 
and research organization which works in all aspects of the health and welfare 
field. It is therefore consistent with our role in the community that I try to 
provide the total perspective on problems of the aged. My brief survey of the 
state of affairs will be elaborated upon by the statements of representatives 
of other community agencies which give services to aged persons in specific 
fields. 

The health and welfare association, like many of its counterparts in communi- 
ties across the Nation, has long focused on bringing to public attention the prob- 
lems of aged persons in the Community. We feel that much progress has been 
made in the matter of public education. While some progress has been made 
in the creation of resources to meet needs, far too little has heen accomplished 
to date. 

The health and welfare association has organized its approach to the problems 
of aging on the basis of four broad categories: inadequate income, ill health, 
unsatisfactory living arrangements, and unsatisfying use of time. We recog- 
nized that any specific problem within any of these broad categories is inter- 
related to problems in other categories. We hold that a segmented approach 
which treats problems of aging from a single standpoint is unrealistic and will 
not lead to an eventual well-balanced community program. For this reason the 
health and welfare association is now embarking upon a long-range planning 
project which will serve as a guide to the balanced, coordinated development 
of services to meet the variety of problems which result from the aging process 

In our concern as a planning body, we make a distinction between those aged 
persons who are self-sufficient to the extent that they do not need outside 
assistance and those who have problems. Therefore, not all of the estimated 
160.000 persons over 65 in Allegheny County are in current need of health, 
welfare, and recreation services. What number actually is in need, we cannot 
accurately measure. But the number with obvious problems coming to the 
daily attention of agencies is great enough to justify the community’s intensive 
efforts on their behalf. Furthermore, we know that because the rate of increase 
of older people was twice that of the total population between 1900 and 1950, 
we can expect a continuing increase in the volume of problems by virtue of the 
increase in the aged population. 


INADEQUATE INCOME 


The root of many of the other problems occurring in old age can often be 
attributed to the loss of earning power. In Allegheny County we have the 
usual programs to protect aged individuals against complete indigency. Our 
most recent information shows that as of February 1959 in Allegheny County, 
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there were 7,258 recipients of old-age assistance, and 103,911 aged recipients of 
old-age and survivors insurance. Almost a year ago significant progress was 
made in this State when old-age assistance maximum grants were increased by 
about 50 percent to $99.60 per month. 

Perhaps the most acute problem now with us is the matter of medical care 
financing. Aged individuals who are self-supporting while in good health can 
suddenly become medically indigent if they are without substantial resources or 
health insurance. Even on this matter we are not without some recent gains, 
insofar as some voluntary health insurance plans have been made available to 
persons over 65. 

We do not have at our disposal at this time an overall assessment of the 
economic health of our aged population. We are gratified with the gains made 
recently, however modest. But we believe that a significant number of aged 
persons are living close to the borderline between a health existence and mere 
subsistence. We must be on guard continually to insure that such individuals 
do not become a continuing burden on the community simply because adequate 
income is unavailable to prevent a breakdown in their physical or emotional 
well-being. 


ILL HEALTH 


As for the problem of ill health, we know from our everyday observation that 
the aged suffer disproportionately from chronic illness. Also, there has been a 
tremendous rise in the number and proportion of aged in our mental hospitals. 

In Allegheny County we have been fortunate in the acquisition of the John 
J. Kane Hospital for the chronically ill. In its total patient population of ap- 
proximately 2,000 is a large proportion of aged persons. We have only a few 
institutions providing nursing care under nonprofit auspices and an unknown 
number of proprietary nursing homes. Many of these facilities are substandard 
and need immediate improvement in physical construction and personnel. 

Despite these resources, we are still faced with a shortage of facilities as 
attested to by waiting lists for admission into some of these institutions. 

One underlying cause of the shortage is the fact that hospitals in this com- 
munity are increasingly having to care for aged people who require health super- 
vision and living arrangements but not expensive hospital care. This is true of 
our voluntary general hospitals, of Kane Hospital, and the two State mental 
hospitals which serve this county. 

Kane Hospital estimates that some 350 of their patients do not really, any 
longer, require hospital treatment. Mayview and Woodville State Hospitals 
similarly have large numbers of patients who do not require or cannot benefit 
from psychiatric hospital treatment, but who do need supervision. The number 
of such people in the community is unknown, but a representative of the depart- 
ment of public assistance estimates that in its caseload alone there may be as 
many as 2,000 people who should have custodial or other supervised types of 
living arrangements. 

Kane Hospital is making a beginning in a foster home program which will meet 
this problem for some few selected older people. It seems apparent, however, 
that the foster home program can and should be only a segment of the total 
community program for meeting the needs of this large group of older people. 


INADEQUATE LIVING ARRANGEMENTS 


This last thought leads logically to consideration of the closely related prob- 
lem of inadequate living arrangements. In Allegheny County, we need more 
of the kind of home care and home services which you will hear of today in 
order to enable aged people to remain in their own homes as long as possible. 
But there is growing conviction that we should also make public provision for 
the kind of intermediate care program which the Veterans’ Administration has 
developed. Even in the absence of actual illness, age and infirmity frequently 
bring on the need for life simplification, for fewer chores and decisions, for less 
complicated interpersonal relationships than family living always imposes. Our 
present 23 fraternal and sectarian homes for the aged cannot meet the total need 
either in terms of their size or financing. At present they are caring for an 
estimated 2,300 aged persons. When we last made a survey in 1956, we found 
that they had combined waiting lists of 650 applicants, and there is reason to 
suspect that these lists have grown since. 

Important strides have been made in Pittsburgh in opening living accommoda- 
tions to aged persons in public housing. Representatives of the housing 
authority are here to describe this in greater detail. These opportunities are 
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primarily for aged persons who do not need the protected environment of an 
institution. But an interesting experiment is now being conducted to provide a 
small flavor of the protected environment to some aged residents of public hous- 
ing. I refer to a demonstration project being coordinated by the health and 
welfare association in which three voluntary casework agencies are cooperating 
with the Pittsburgh Housing Authority in providing housekeeper services to 
aged residents who could not maintain required housekeeping standards without 
such help. The community chest is financing the project, which thus far has 
served only a small number of persons. If proved successful, it is hoped that 
the service can be established as an ongoing community program. 


UNSATISFYING USE OF LEISURE TIME 


Perhaps the most widespread, though not necessarily the most dramatic, prob- 
lem of old age is inactivity and a sense of being no longer productive. The 
problem can become so serious as to lead to a feeling of hopelessness and a sub- 
sequent predisposition to mental and physical illnesses. 

Recreational activities represent one solution to this problem. In Allegheny 
County a number of Golden Age Clubs have been organized in the past several 
years. These are scattered haphazardly about the county and, therefore, not 
available and accessible to all who might profit by them. 

A hobby show, started by the health and welfare association, and now spon- 
sored annually by the Pittsburgh Press and the Junior League, has offered an 
important outlet for use of time by stimulating the assumption of hobbies and 
handicrafts. 

Several organizations sponsor summer camps for oldsters during 1 or 2 weeks 
of the summer season. 

The Council of Jewish Women sponsors a lounge for senior citizens. 

These recreational opportunities for occupying one’s time are scattered and 
relatively few in number. We do not have special programs of providing part- 
time or sheltered work opportunities to retired workers who are more in need of 
keeping occupied than they are of earning income. We need locally such pro- 
grams as sheltered workshops for the aged, senior achievement programs, or- 
ganized use of panels of retired experts for consultative purposes, and programs 
of a similar nature. 


MAKING AVAILABLE SERVICES MORE ACCESSIBLE 


Until we are able to fill all the gaps which now exist—and we know this will 
take time—we must insure that our presently available services are used effec- 
tively and efficiently by those who need them most. One method for insuring 
this, as well as representing a needed service in itself, is a counseling center for 
older persons. The basic objective of such a center would be to provide in- 
formation and counseling to older persons to enable them to handle their prob- 
lems by a mustering of their own resources either with or without help from 
other community agencies. The center would provide a central resource to the 
community for information and advice on problems of the aged and otherwise 
stimulate the meeting of needs of the aged. 


CONCLUSION 


In conclusion, I would like to point to the general fact that there is a wide 
gap between the problems presented by our rapidly increasing aged population 
and our community’s capacity to deal with those problems. The gap will con- 
tinue to grow unless special effort is made to prevent it. Such special effort 
should recognize that a full complement of services will be expensive and that 
there is increasing resistance in the community to adding to the burden of 
taxation and voluntary giving. Therefore, we must be certain that our plans 
for the development of services are sound; that they will provide efficient, effec- 
tive services without wasteful duplication. If the public has confidence in our 
estimates of the need and in our programs for meeting the need, we can be con- 
fident of enthusiastic public support. The planning which the health and wel- 
fare association hopes to undertake in this field will, we trust, help to engender 
such public confidence. 


Senator CLrark. Congressman Moorhead, will you let us have the 
benefit of your thinking? 
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STATEMENT OF HON. WILLIAM S. MOORHEAD, U.S. HOUSE OF 
REPRESENTATIVES, PITTSBURGH, 28TH DISTRICT 


Mr. Moorneap. Mr. Chairman, I first want to thank you very much 
for the opportunity of appearing before your committee this morning. 

Senator Ciark. Congressman, if we were down in Washington I 
would have filled the record with laudatory phrases of your record, 
but since we are in Pittsburgh I will assume your constituents know 
more about you here. 

Mr. Moornerap. That is a fair assumption, but I am very happy to 
have you say it. 

I have already submitted a written statement, therefore I will try 
merely to hit the highlights of the statement in the testimony I would 
like to present today. There are many problems in this study of the 
aged, but I propose to limit my testimony to the subject of housing 
which has come before my committee in the House, the Banking and 
Currency Committee. 

HOUSING 


Insofar as the elderly citizens are concerned, it seems to me that 
there are five categories of shelter or housing that we need to con- 
sider. These are, first, private housing; second, public housing; 
third, domiciliary-care housing; fourth, nursing homes; and fifth, 
hospitals. 

Senator Crark. What do you mean by domiciliary-care housing? 

Mr. Moorneav. That is what I am going to make the subject of my 
statement. In private and public housing there isn’t much difference 
between the needs of the public generally and the aged. 

Senator Ciark. Let me interrupt you to ask whether you advocate 
a special program of housing of the elderly as was incorporated in 
the housing bill which finally became law? “I want these hearings to 
be completely nonpartisan, but we do have a social and economic 
financial issue here as to whether public money should be spent for 
subsidized housing for the elderly, or whether the existing FHA 
program is adequate. Do you have any views on that ? 

Mr. Moorneap. My views on it generally are that I approve of the 
provisions in the law as passed, and my question is ehather we have 
adequately publicized the existing law and whether it is being used or 
not before we start the new program. I would like to see whether we 
are adequately using the present provisions of the law. 

Senator CLark. To make this a little more specific because I think 
it is important: There has been for some time Federal legislation au- 
thorizing the construction by private agencies of housing for the 
elderly with an FHA guarantee. The contention was made that that 

rovision, while it had resulted in the construction of some helpful 
enatenre units, had resulted in constructing those units at so high a 
cost that perhaps less than 50 percent of eligible elderly family units 
could afford to move in. Accordingly, in the bill which was passed 
in the Congress and was signed by the President, a special program, 
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in effect. public housing for the elderly, was included which would 
make the rentals far lower, but would increase, however, the tax 
burden at various levels of government. That was objected to by 
the President, but insisted on by the Congress, and is contained in a 
$50 million pilot project in the law now on the books. I think one 
of the things our subcommittee would be interested in, in an entirely 
unpartisan way, is whether the President was right or the Congress 
was right. 

Mr. Moorneap. In an unpartisan way, I can’t help but feel that the 
Congress was right, that the problems of the elderly are ditferent from 
the rest of the population, and that there should be a Federal prograin 
of aid. 

Senator CLark. This is because, is it not, the economic status of so 
many elderly family units and individuals is so low in the income 
scale that if you are going to give them decent housing it has got to 
be cheap ? 

Mr. Moorneap. Yes. And their incomes have not been increasing 
over the years. The figurse I have show that as to the families headed 
by a head of the family of 65 or over, the rise in median income was 
2214 percent, compared to 3314 percent for the rest of the population 
asa whole. 

The solution, or a solution, that I think has not received sufficient 
attention and which could be tied in with the Housing Act recently 
passed is what I call the retirement-hotel concept. That is what I 
want tostress in my testimony today. 

Senator Crark. That is what you mean by domiciliary-care 
housing ¢ 

RETIREMENT HOTELS 


Mr. Moornueap. Yes. In many of the cities you will find a hotel 
which might have been built in the center of the commercial activity 
many years back. It isnow away from the main stream of commerce. 
It is no longer being used heavily by businessmen and others traveling 
in and out of town. Yet the building, the structure, is sound. It might 
be off the beaten track for commercial purposes and, therefore, can be 
acquired at lower cost by a private nonprofit organization, labor 
union, housing group, or charity designed for aiding elderly people. 
The virtues of this retirement hotel in the city, it seems to me, is that 
it avoids this thing which I think most people, including elderly peo- 
ple, want, and that is they don’t want to be put off from the main 
stream of life; they don’t want an institution. 

There are elderly people, of course, who have been or are sick, and 
the only place for them is a hospital. However, later they may recover 
from their illness, but they will not be completely recovered in the 
sense that they can go back to their own house or even their own apart- 
ment. The job of “marketing, of house cleaning, just the ordinary 
routine of living, is too much. But they don’t need the expensive hos- 
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pital care. We have found in this county that there are people in 
the John J. Kane Hospital who have recovered sufficiently so they no 
longer need hospitalization, but there is no other place where they 
can go. 

Senator Crark. I think this is a very interesting suggestion. I 
know from my experience as mayor of Philadelphia that in some of 
the more rundown areas of the city there are existing structures which 
are performing the function which you have in mind, but in a terribly 
noncompassionate and callous way. They are really just joints where 
poor unfortunates and derelicts shore up and are to some extent bled 
by the proprietors. They could be converted along the lines of your 
thinking to something very worth while by a minor amount of reha- 
bilitation and a change in the operational pattern, plus an elimination 
of the profit motive on the part of the hotel owner, if you can get 
agencies which are willing to operate this kind of institution. 

Mr. Moorneap. The financial feasibility of such a program is dem- 
onstrated, I think, by the fact that some people have done it with at 
least a partial profit motive. There is the so-called Milner chain, 
and there is another chain headed by a man named Charles S. Lavin, 
of Philadelphia. Those people started off with a philanthropic 
motive, but combined it with the profit motive. In other words, they 
were trying to make money, but not gouge people, and they made 
these retirement hotels workable and feasible. 

Senator CLark. You get into this problem, I think, it is almost the 
same as the nursing home. We have some wonderful nursing homes 
throughout the country and we have some perfectly terrible ones. 
And in the absence of high State standards which are enforced, you 
are awfully apt to get a situation where you can’t take any pride in 
the operation of the facility; in fact, you may be doing more harm 
than good. 

Your idea would probably require some kind of either State law or 
local ordinance which would set minimum standards for the operation 
of a hotel of this sort ? 

Mr. Moorneap. Yes; I think it should. If the Federal Govern- 
ment gets into the picture through financial aid of direct loans to the 
organization that is building or rehabilitating the hotel, then I think 
the Federal regulations could possibly be applied. 

Incidentally, I understand that there are 61 of these hotels, profit 
and nonprofit, in existence and in operation in the United States, and 
if that list has not been made part of the record I should like to have 
it made part of the record. 

Senator Ciark. Yes, we would like to have it submitted for the 
record, please. 

(The material referred to follows :) 


RETIREMENT HOTELS, SEPTEMBER 1959 


This is a list of 66 retirement hotels which have come to our attention and 
which presumably are in operation. They are commercially operated hotels 
which cater primarly to long-term residents on the American plan (room and 
meals) rather than transient, short-term guests. Some of these hotels may have 
some special programs, such as social activities, recreational facilities, minor 
earnings opportunities, ete. 

While efforts were made to make this list as complete as possible, there are 
probably a number of others. Information on the names and addresses of any 
additional retirement hotels or on the closing of any of the listed hotels is 
welcomed by the special staff on aging for future revisions of this list. 








THE AGED AND THE AGING IN THE UNITED STATES O83 
Please note that inclusion of a hotel in this list does not imply endorsement. 
Interested persons are advised to correspond with and, preferably, to make a 

personal investigation of hotels and their locations before making decisions. 


Arkansas: Indiana: 
Cave Springs: Lake Keith Country Terre Haute: Milner Hotel 
Club Michigan: 


Hot Springs: 
New Waukesha Hotel 
Park Hotel (Lavin) 


Detroit: 
Carmel Hall 
Taft Hotel ( Milner) 


California : Minnesota : 
Banning: Hotel Banning Minneapolis: 
Boyes Springs: Sonoma Mission The Park Club 
Inn 


The Park Plaza Hotel 
Missouri: 
Excelsior Springs : Royal Hotel 
St. Louis: Hotel Alverne 
New Jersey: 
Asbury Park: The Monterey-By- 
The-Sea 
Atlantie City: 
dence Club 
Branchville: The Pines 
New Mexico: 
Raton: El Portal Hotel 
New York: 
Elmira: Langwell Residence Club 
Long Beach: 
Ambassador Hotel 
srighton Hotel 
Ila Hotel 
Miami Hotel 


Long Beach: Robinson Hotel 
Los Angeles: Milner Hotel 
Monrovia: Leven Oaks Hotel 
Oakland : The Claridge 
Pasadena : La Solana Hotel 
Redlands: Wissahickon 
(Lavin) 
San Franciseo: Continental Hotel 
Santa Barbara: Hotel California 
(Lavin) 
Stockton : Milner Hotel 
District of Columbia : 
Washington: John Kilpen Hotel 
Florida: 
Apopka: 
Hotel 
Coral Gables: Antilla Hotel 
Daytona Beach: Princess Issena 


Inn 
Golden Age Resi- 


Lavin Apopka Palms 


Hotel ” - 
Se ae ee Waldorf Hotel 
ae Palm Crest Hotel Mow York’ City: Saskelta. ‘Siem 


dential Hotel 
North Carolina: 
Asheville: 
Hotel 
Ohio: 
Columbus: Milner Hotel 
Dayton: Milner Hotel 
Springfield : The Earle (Milner) 
Toledo: The Crestview 
Oregon: 
Portland: Residential Taft Hotel 
Pennsylvania : 
Glen Riddle: Riddle Manor 
Lancaster : Milner Hotel 
Media : Lavin Brookwood 


Miami Beach: 
The Blackstone 
Boulevard Retirement Hotel 
Fleetwood Hotel 
Floridian Residence Club 
Lavin Helene Hotel 
Lavin Monterey Hotel 
Lavin Wofford Beach Hotel 
New Smyrna Beach: Lavin New 
Smyrna Beach Hotel 
Ormond Beach: 
Lavin Casements 
Ormond Hotel 
Palm Beach: Lavin Palm Beach 
Hotel 


Lavin Princess Ann 


St. Augustine: Hotel Bennett 
Sarasota : Lavin Mira Mar Hotel 
Venice : Gulfbreeze Hotel 

West Palm Beach: Alhambra Hotel 


Philadelphia : Normandie Hotel 
Texas: 

Brownsville: Luearlam Manor 

Dallas: Ambassador Hotel 


Idaho: 
Boise: Milner Hotel 


Utah: 
Ogden: Earle Hotel (Milner) 

Mr. Moorueap. To bring this specifically to this area, I have in 
mind the Fort Pitt Hotel, which is close to the Pennsylvania Railroad 
Station. It is close to public transportation, so that people who live 
there would be able to visit their relatives by public transportation 
conveniently. It is convenient to theaters, concerts, other forms of 
recreation. I have no idea what price it can be acquired for or the 
cost of rehabilitation, but that is the kind of structure that would 
fit into this kind of program. 
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We have had experience in the past with presently operating hotels 
where the rates have been below $200 a month for room and board, 
and a few provide furnished room, fresh linens, and three meals a 
day for as little as $65 a month. Now that varies a little bit with 
whether the sponsoring organization wants to absorb some of the cost 
itself or not. And part of the cost to the tenant can be reduced if 
the tenant is willing to carry on some of the services of the hotel, man 
the switchboard, be a receptionist, do things like that. This can 
reduce the cost and also give to the person the satisfaction that comes 
from doing some work. 

Senator CLark. Would it be your thought that this kind of an insti- 
tution—I shouldn’t use the word “institution,” that is a bad word— 
this kind of a facility would be eligible for united-fund or community- 
chest support ? 

Mr. Moorneap. Yes, I think it should be. I think it should be tied 
in with the program of the Visiting Nurse Association; I believe 
that the visiting nurses would save time being able to call on one 
building where they could see several dozen or more patients, rather 
than having to cover the entire county to see hte same people. 

Senator CLark. I notice in your testimony you make reference to a 
facility in Detroit where there is a resident doctor and social worker, 
and you say hostesses. 

HOTEL MEDICAL CARE 





Mr. Moorneap. We might find, as the program developed, that in 
one hotel or another we would try to concentrate those people whose 
health problem was a little more severe, and in that hotel we would 
have a resident doctor or a nurse on call at all times. 

Senator CLarKk. One of the problems is where are you going to find 
the doctors and where are you going to find the nurses? 

Mr. Moorneap. That is a problem, but if we would stay with this 
concept of in-the-city location, then we may be able to get along with- 
out a doctor, because hospitals are close at hand. In other words, 

nurses might be willing to live in the hotel on the assumption that they 
wouldn’t be called except in emergencies and that that was rare. It 
could possibly be done. 

We also want to consider that the hotel offers the opportunity of 

developing recreational facilities. We would take the hotel ballroom 
mae make this a room for dancing or handicrafts or anything else 
that seems of interest to the people who live there. Fundamen itally, 
one idea is significant. The retirement-hotel program would provide 
the opportunity for people to keep their freedom of action. They 
are not institutionalized, and yet problems of health can be taken 

care of at less cost than in any other kind of facility of which I am 
aware. 

Senator Ciarx. Thank you very much, Congressman. 

cot ga point your formal statement will “be made a part of the 
recor 
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(The prepared statement of Mr. Moorhead follows :) 


PREPARED STATEMENT OF Hon. WILLIAM S. MOORHEAD 


Mr. Chairman, thank you for the opportunity of appearing before your com- 
mittee this morning. As you begin your sessions in my district, let me welcome 
vou most heartily. I am sure your proceedings here will be fruitful, both for 
your national legislative purposes and for our community. 

If one were to think back, over the years, in review of the important con- 
gressional hearings held in the Pittsburgh area he would find that most dealt 
with important social problems of their times. The same can be said of today’s 
proceedings, except that we must avoid any inclination to view the problems 
of the aged and aging in our society in any pessimistic or negative sense. 

I stress this because a new life is emerging for our elderly citizens—a new 
status resulting from the blessings of progress in our medicine, our economy, and 
in a score of other fields during the past half century. 

Certainly this calls for new approaches to the questions of job opportunities, 
recreation, housing, and health. To the extent that we think boldly and imagi- 
natively of this new status of our elderly citizens and make the most of it, to 
this extent do we benefit not only the 16 million Americans now over 62 years of 
age, but the entire population—socially, economically, and even politically. 

Experts who have already testified before your subcommittee have told you 
why and how this new group of senior citizens is emerging. 

Quite properly, this testimony covered the entire cycle of life from birth to old 
age. For America’s great strides against infant mortality, at one end of the 
eycle is giving more Americans the opportunity of reaching old age while our 
progress in geriatrics, at the other end of the human cycle, is resulting in better 
health for the elderly than that group has ever known before. 

Your hearings have thrown great light on what this means socially and eco- 
nomically. Now, in the field, in hearings in Pittsburgh and other cities, you 
are compiling a particularly human record as you hear from the aged them- 
selves and from the local and State officials concerned with them. 

This interest is well timed. 

As you know, the White House will hold a conference on problems of the 
aged in 1961. Pennsylvania and 30 other States have set up special committees 
on the aging and each year, for years to come, we in Congress will have to de- 
vote increasing attention to our elderly citizens. 

It would be repetitious, therefore, if one man atempted to cover all phases of 
this field; but, as a member of the House Banking and Currency Committee, I 
am particularly concerned with meeting the Nation’s housing needs and my 
work, so far, convinces me that the lack of proper shelter for the elderly con- 
stitutes one of the greatest present-day gaps in the housing field. 

Happily for our national economic well-being, more Americans now own or 
are buying their own homes than at any other time in our history. 

This is a tribute to our building industry and our credit institutions, but these 
homes have been built primarily for the young married couples and their rap- 
idly increasing families. 

These homes are not designed to accommodate a third generation and, in 
many instances, the older generation is just as happy this is so. 

However, the sad fact remains that both government and private industry, for 
the most part, have largely ignored shelter needs of our elderly citizens. 

What are these needs? 

If anything they are varied, including at least the five categories of (1) private 
housing, (2) public housing, (3) domiciliary care housing, (4) nursing homes, 
and (5) hospitals. 

In private and public housing the differences between the needs of the elderly 
and of the rest of the population hinge primarily upon design. 

Programs of the Federal Housing Administration have been achieving increas- 
ing success in the private housing field for the rest of the population and could 
do the same for the elderly if more leaders in both business and government fo- 
cused their attention toward this end. 
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The Public Housing Administration has the machinery to meet some of the 
needs of the elderly in the public-housing field, although the program of public 
housing specifically designed for our older citizens should be expanded. 

Hospitals belong really in a health rather than in a housing program 
and involve people of all age. 

Uniquely a problem of the elderly, however, is the fact that, as age creeps 
onward, even without illness, strength declines. Ordinary household chores of 
marketing, cooking, and cleaning become increasingly difficult to the point where 
he elderly individual or couple can no longer manage to maintain private homes. 

Full-time hospitalization is often not the answer, yet one economically feasible 
solution has been found for this ever-expanding group. 

I refer to the plan which has been called the retirement-hotel concept. 

It is to this retirement-hotel concept that I wish to devote the remainder of 
my testimony this morning. 

In what I hope will be in keeping with the bold, imaginative approach I spoke of 


a moment ago, I urge more nonprofit organizations in all of our major cities’ 


to establish facilities of this type. 

Despite objections from the President in two veto messages and other adminis- 
tration opposition which many of us found hard to understand in view of 
the seriousness of the problem, Congress did pass a Housing Act this year con- 
taining special provisions for housing for the elderly. 

As you know, these provisions included authorization for creation of a $50 
million revolving fund from which the Goyernment can make direct loans to pri- 
vate nonprofit groups building housing for the elderly or rehabilitating facilities 
for them. Also there is the program of FHA guarantees for private loans made 
to groups, both profit and nonprofit, who are building or rehabilitating housing 
for the elderly. 

Thus the latest Housing Act will aid retirement-hotel ventures to a limited 
extent and more encouragement should be given at the Federal level in the near 
future. 

I am convinced this is one of the best means of making full use of the new status 
of the elderly because it meets the shelter and social needs of a great in-between 
group of our elderly citizens. 

I refer to the millions of older citizens who, on the one hand, no longer enjoy 
rugged health but, on the other hand, neither want or need the full-time atten- 
tion of an institution. 

Here, before getting into more specifics of the retirement-hotel concept, it 
would be well to look closely at the new status of our elderly. 

First, there are more elderly than ever before. 

Second, more and more of these people are retiring with some income, al- 
though it is modest income in most instances. 

Third, and most importantly, all reliable studies of recent years have shown 
that our elderly citizens shun any artificial group isolation based on age 
brackets. 

As one authority put it: 

“The aged do not want to look out of their windows on endless processions 
of the funerals of their friends; they would like to look, at least occasionally, 
upon a procession of baby carriages.” 

A few statistics with which this subcommittee has been dealing tell a great 
deal about the new status of the elderly. 

At the turn of the century only 4 percent of the population was 65 or older. 
Today, the figure is 9 percent. Tomorrow it will be 10. 

In 1900 only 3 million Americans were in the 65-or-over age bracket: Today 
they number nearly 16 million and by 1970 the figure will be closer to 20 million. 

Today the average age at death is 70. It will be 82 by the year 2000 and many 
experts confidently predict the day when the ripe old age of 125 will not be 
unheard of. 

Income levels for these citizens have not risen in nearly the same way they 
have for other population groups. 

For families headed by persons over 65 the rise in median income between 
1950 and 1955 was 2214 percent as compared with a rise of 3314 percent for 
all families and about 40 percent for families headed by persons in the top 
income producing 44-55 age bracket. 

A Census Bureau study in 1955 reported the median income of $2,326 for a 
family headed by a man over 65 and consisting of a man and wife. 

For single people over 65 the figure is much lower. 
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That same study reported the median figure for all families at $4,421. So 
far as way of life is concerned, only about 2 percent of the population over 65 
lives in institutions. 

The pattern more often sees the elderly living in older neighborhoods in 
homes too large for needs of later life and too costly to keep in good repair on 
retirement income. 

Making such housing even more inadequate is the fact that it is not designed 
for the decline in vision and hearing and the failure of prompt muscular co- 
ordination which so often accompany old age. 

I believe the residential-hotel concept can offer a much better economic and 
social life for millions of our older citizens, both single and married. 

In fact, 61 of these hotels now in operation are offering it. 

(1 have a copy of the list of these facilities for insertion in the subcommittee 
record if the subcommittee has not already received such a list.) 

I agree with those authorities who have called retirement hotels a compromise 
between an old person’s fear of being left alone and his aversion to institutional 
living. In other words, such facilities can meet the need for company and the 
need for independence at one and the same time. 

Many of these facilities were formerly old hotels which had seen better com- 
merical days. 

Many are in in-city locations, but not quite as convenient to transient needs 
as they once were but ideally located for elderly who want to be near public 
transportation and other in-city conveniences. 

At a time when so many of our new and younger family groups are enjoying 
life in the suburbs, a central-city location can be a very important thing in the 
life of the elderly. 

Transportation is but one item which illustrates this. 

Many of our elderly have reached the point where they can no longer drive 
their own cars safely, even if they could afford them. 

For these people living close to public transportation means that they will 
be able to continue making easy, economical visits to relatives and friends who 
have moved to other parts of the metropolitan area. 

In the social lives of our elderly, an in-city location means access to theaters, 
concerts, libraries, and other forms of recreation. 

Church groups, labor organizations, and civic foundations can buy older hotels 
at bargain prices. Operating cost can be reduced by simplifying dining-room 
menus, for example, and by eliminating unnecessary auxiliary services. 

Sometimes costs can be reduced both for the operating organization and the 
guests by having some tenants care for their own rooms, help handle switch- 
boards, or work part time in the office. A valuable byproduct of such economy 
will be that it will give those tenants who desire it the opportunity for 
satisfaction from working. 

Rates in such facilities vary according to accommodations but are below $200 
a month for room and board, and a few provide a furnished room, fresh linens, 
and three meals a day for as little as $65 a month. 

The sponsoring organizations can do a great deal in arriving at a rate within 
the means of retired elderly, depending upon the pertion of the operating costs the 
sponsoring agency is willing to absorb. 

Standards recently enunciated by the Federal Housing Administration for 
nonprofit organizations seeking to sponsor facilities in the housing field should 
be of great benefit in helping sponsor groups to bring retirement hotels within 
easy economic access of pensioners. 

I refer to FHA standards requiring that a sponsoring agency “be a fraternal, 
religious, charitable, or other organization having among its objectives a recog- 
nized interest in furnishing adequate housing for aged persons,” that it enjoy 
“existence in perpetuity or an assured life exceeding the maximum mortgage 
term” and that it receive enough income or contributions to reasonably assure 
meeting debt-service requirements and operating expenses for the life of the 
Iortgage. 

Thus, the FHA stressed financial soundness of the sponsoring group rather 
than economic soundness of the project itself. This means that rent need not 
cover all operating costs if the sponsoring group agrees to absorb deficits. 

I do not wish to imply that such retirement hotels need be economic liabilities. 

On the contrary, these facilities can mean real economy for the taxpayers in 
at least two ways. 
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First, it is better for both the elderly and the community to have the aged 
living on their own small resources in comfort, dignity, and privacy rather than 
housing them in institutions unnecessarily. 

Second, all too many of the beds in our homes for the aged and private hospi- 
tals are occupied unnecessarily by elderly who no longer need full-time hospitali- 
zation. 

The modern John J. Kane Hospital designed to care for the elderly ill in 
Allegheny County offers a striking case in point. 

A penetrating series of articles in the Pittsburgh Post Gazette recently made 
this case quite well in reporting that the hospital is costing local taxpayers 
needless funds because 400 beds are being occupied by patients who could be 
discharged if they had someplace to go. 

Many of these patients are indigent and will be helped by the foster-home-for- 
the-elderly program recently approved by the State. 

But the same problem exists here in other hospitals for the elderly of limited 
means. They would benefit greatly from retirement hotels which do not need 
the full services of a medical institution because of their proximity to community 
facilities. 

In Detroit, for example, a retirement hotel has a resident doctor, hostesses, and 
sponsors a social club. 

Since we are concerned today with bold, imaginative approaches to make 
better use of the new status of the elderly, I urge some nonprofit group in 
Pittsburgh to consider the possibility of acquiring this city’s Fort Pitt Hotel as 
a facility for the elderly. 

With a little reconversion, the building could function well in the manner we 
have been discussing. 

Such facilities could play a very important role in the lives of many of the 
157,000 Allegheny County residents age 65 and over. 

Experts with whom I have discussed such facilities are of the opinion that 
sponsoring agencies could get aid for such reconversion under either the direct 
loan or the loan-guarantee provisions of the new housing act. 

Pittsburgh, during the past 14 years, has been a city of bold advances in its 
economic, cultural, and civie life. Constructive action now for better housing 
for the elderly would be a logical next step in this already considerable progress. 

Because the new status of our elderly citizens involves such a broad field, I 
have concentrated on only one segment of this complex. 

I do not wish to give the impression that the residential hotel concept or any 
other single plan is a panacea. It is but one of many steps which must stem 
from the growing realization that the environment in which a person lives is 
closely interrelated to the way in which he lives and to the resulting self-feeling 
of belonging, happiness, and worth. 

Particularly is this true in the case of the aging. 

Social, economic, and scientific advances have brought significant enrichment 
to the lives of much of our population. We must see to it that our elderly citizens 
share in this fuller life. 

Our human services must be geared to them in greater measure. 

Older people must remain an integral part of the mainstream of community 
life and action. 

They must be permitted, encouraged, and positively aided in continuing life 
in the most independent status possible for the longest practicable period of their 
lifetime. 


My proposals today are advanced as one means of achieving this end. 
Thank you for hearing them so patiently. 


Senator CLtarKk. Mr. Tronzo. 


STATEMENT OF ALFRED L. TRONZO, ADMINISTRATOR, HOUSING 
AUTHORITY OF THE CITY OF PITTSBURGH 


Mr. Tronzo. I have attempted to paint a word picture of the living 
habits, the thoughts of the families who have been in residence in the 
housing authority. I am the administrator of the city housing 
authority. 

Senator CiarK. Yes. 





eve Oe 


WS aoe ™ ~~. 


ct? 


ed 


JQ oR 


THE AGED AND THE AGING IN THE UNITED STATES 5389 


PUBLIC HOUSING FOR ELDERLY 


Mr. Tronzo. We have eight low-rent communities scattered through- 
out the city and 12.5 percent of these units are occupied by citizens 
65 years of age and over. There are quite a number who are over 
90 years old, and there is one who claims to having lived through 
114 summers. Seventeen percent of these tenants are employed. 
About 21 percent survive on old-age assistance. Fifty-four percent 
are on social security, and approximately 8 percent are on other. That 
could possibly mean contributions from relatives or friends. 

Senator CLark. Would you tell me again the percentage on public 
assistance. 

Mr. Tronzo. The percentage on public assistance is 21. 

The tenants are excellent people. They take good care of their 
homes, by and large. They work out on the lawns. Many of them 
join our garden clubs and usually walk away with ae top prizes. 

Senator Ciark. Excuse my interrupting, but I didn’t get in my 
head what percentage of the total housing units are occupied by indi- 
viduals or family units 65 years of age or over. 

Mr. Tronzo. 12.5 percent. 

Senator Crark. Do you have any breakdown as to race / 

Mr. Tronzo. Yes, I have. I would have to give you a percentage 
figure. It may not be too close because they change constantly. 

Senator CLark. Within broad limits. 

Mr. Tronzo. I would say that it is about 60-40. 

Senator CLark. Sixty percent Negro? 

Mr. Tronzo. No; 60 percent white. 

Senator CLark. Is that percentage with respect to the elderly at 
variance with the percentage of the total occupants of public housing? 

Mr. Tronzo. Yes, sir. The total occupancy is about 49 percent 
Negro. 

Senator Ciark. Thank you. 

Mr. Tronzo. We like these tenants because they bring back into the 
community a leadership quality that we lost many years ago due to 
the forced eviction of overincome families. 

Senator CLark. When you say “community,” you mean the public- 
housing community ? 

Mr. Tronzo. Yes. We find that the loneliness of these people is 
only surpassed by the eagerness to participate in community activi- 
ties. To work along with them we have been establishing golden age 
centers. 

Senator Ciark. Let me interrupt again, Mr. Tronzo, because I am 
- aid I will forget the thought. Are these units specially constructed 

for the elderly, or do they just go there and get along in them? 

Mr. Tronzo. These units are part of our existing facilities, nor- 
mally one-bedroom units. We provide them with a living room, bed- 
room, and a kitchen, which is supplied with a refrigerator and stove, 
and a bathroom. It is under our new program, which will be under 
construction, we hope, in the next 3 months, where we will have spe- 
cifically designed rooms and apartments for the elderly. 

Senator Crark. Are your public housing units largely walkups, or 
are they elevators? 

Mr. Tronzo. Three-story walkups. 
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Senator Crarx. Do you put the elderly, as a general rule, on the 
ground floor ? 

Mr. Tronzo. We put them where they want to go. The majority 
prefer the ground floor. Some want the second floor. Very few will 
take the top floor. And this, too, isa problem. 


GOLDEN AGE CLUBS 


These clubs we are furnishing as permanent headquarters for the 
elderly are supervised by the Salvation Army volunteers who are 
doing a wonderful job, plus the city bureau of recreation and the 
community settlement houses. The membership went beyond our 
fondest expectation at Terrace Village. One club has 160 members, 
and at St. Clair Village, our latest, we expected about 50 to 60, and an 
hour before the ribbon-cutting ceremonies were to take place, over 120 
showed up. And I have some pictures here, Senator, which will show 
you the happy faces of these people. I have here one where the 
charming lady refused to dance the cha-cha with me, but she danced 
the waltz beautifully. 

Senator CLark. I would like to see them. 

Mr. 'Tronzo. And here is another one of these charming people par- 
taking of a little meal at the same affair. 

Senator CLark. You were probably a little too young for her when 
you wanted to do the cha-cha. 

Mr. Tronzo. I have a life membership in the Golden Age Club at 
Terrace Village. Asa matter of fact, I would like to take this oppor- 
tunity to invite this committee to spend a few hours with us tomor- 
row, if possible, to visit with these people, both within our clubrooms 
and in their respective homes. I think we can arrange that if you can 
spare the time. 

= itor CLark. I wish you would speak to Mr. Spector afterward. 
We have a pretty full sc ‘+hedule tomorrow morning on tour, but we will 
try to fit it in. 

Mr. Tronzo. I certainly will. 

An abundance of leisure and past neglect keep these clubs full, and 
active. For the well, the ones that are in fairly good physical shape, 
the road back into the mainstream of social activity can’t be too diffi- 
cult, but for a multitude of others the future can be very dismal. To 
accomplish the complete task of total rehabilitation takes total com- 
munity effort, and a starting place, Senator, seems to be staring us 
right in the face at this time, and I think we should certainly take 
advantage of it. Because while we continue talking about the things 
that we should be doing about this neglected group, the hardships 
continue, 

During the next 10 years there is going to be an enormous upheaval 
in our urban centers due to the removal of physical blight through 
urban renewal which will focus attention on the despicable living 
conditions of this segment of our population that committed the 

cardinal sin of growing old, and, Senator, an example comes to mind. 
About a year and a half ago a property on Washington Place here in 
the lower hill was turned over to us. We immediately moved in with 
our management staff to verify and determine occupancy, and in a 
five-room home with an ordinary street. facade we found five elderly 
gentlemen, each occupying one room. The last room was what passed 





THE AGED AND THE AGING IN THE UNITED STATES 591 


for a bathroom. The gentlemen on the first floor were in fairly good 
shape. There was one on the second floor who was a living skeleton. 
We had to break the door to get in, the infestation and the odors were 
so awful that we had to call for help. We couldn’t get any doctors. 
We finally got the fire department to come in and we removed the per- 
son, this living skeleton, from the bed and then got him to a hospital. 
That elderly gentleman had been in that room so long he forgot how 
to speak. All we could get from him were grunts and groans. It 
wasn’t the lack of money. Apparently it was a feeling of being 
neglected. He had a fine history. He had grown up in this com- 
munity, gone to the schools here, and somewhere along the line he 
decided he wasn’t wanted. Unfortunately, we got to him too late. 
He died in the hospital within about 3 days. 

In the next room was another elderly gentleman who had partially 
maintained a semblance of speech, and all he kept trying to tell us was 
“Please don’t send me to a hospital or institution. Get me into 
another room.” He too, had an income. We scraped up bank ac- 
counts of his worth about $5,300. 

Another one kept pleading that he was all right, he just wanted 
another room. We found that two of his children were living in one 
of our communities, and so we contacted the family, and initially they 
would have nothing to do with the parent. Well, we thought a little 
shock therapy would work, so within a day or two an eviction notice 
terminating the leasing contract went out to the family. At that 
time the daughter came rushing in and said “Please don’t evict us, 
it is my brother who doesn’t want my father. I will be very happy to 
take him in.” And thank the Lord, the father is now living at 
Bedford. It just so happens the son is no longer living in that house, 
but the daughter remains. 

So this will be an opportune time to start a spiritual renaissance 
in rehabilitating these neglected lives. There is no panacea, no 
cure-all. The solution requires the effort of the entire community 
and all of its potential resources. 

So I say this committee is performing a great service to the country 
by at long last focusing attention on one of the great social tragedies 
of our time. But, frankly, this is truly a local problem. These peo- 
ple were born here. They were once young. They worked here. 
‘They married here. And they raised us here. All of their roots are 
here, so strange as this admission might seem, this is not a problem 
that we can completely slough off on Uncle Sam, but must shame- 
facedly acknowledge it as our own. 

Your honorable committee deserves the thanks of all of us, young 
and old, for awakening us to our responsibility. 

Senator Crark. Thank you very much, Mr. Tronzo. 


BACKLOG FOR PUBLIC HOUSING 


With respect to your public-housing units, you have, I assume, a 
backlog of applicants, do you not ? 

Mr. Tronzo. Yes, sir. 

Senator CiarK. Can you give us any breakdown as to the percent- 
age of those who are in the elderly class; that is to say, 65 and over? 

Mr. Tronzo. We have, all told, approximately 230 such applica- 
tions. Some of them can’t get into our units because they prefer a 
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particular community. Some of them can’t get in because they prefer 
a particular floor. Some of them can’t get in because we don’t think 
that they belong in low-rent housing. They have something wrong 
withthem. They need attention elsewhere. 

Senator CiarK. In dealing with your backlog, do you have any 
priority or deferment with respect to elderly people, or do you take 
them as they come ? 

Mr. Tronzo. We attempt to check on need. We make a home visit 
wherever we can, and we take the ones that are living under the most 
trying circumstances first. 

Senator Ciark. Regardless of their age? 

Mr. Tronzo. That is correct. 


Senator Cirarx. In your experience, Mr. Tronzo, do you see a need 


for moderate-income housing for the elderly in addition to public. 


housing ? 

Mr. Tronzo. Of course I do, but in the rental end of it. 

Senator CLrark. And have you any comment on the adequacy of 
present programs, local, State and National, to provide moderate- 
income shelter for the elderly ¢ 

Mr. Tronzo. The only comment I could make at this time is that 
public housing seems to be having a peak load, and that for some 
reason or other, and I imagine it is cost, the private program doesn’t 
seem to be moving. 

Senator Ciark. Some of us have felt there was a gap in our hous- 
ing programs in this country, that public housing took care, at least to 
some extent, of the low-income need; FHA and private housing took 
care of upper-middle and upper-income groups; but there was a 

category in the income level, in the Pittsburgh area, of maybe $4,000- 
to $6,000-a-year income, where it was pretty hard to get decent hous- 
ing. That is a generalization, but would you care to comment? 

Mr. 'Tronzo. I will take that with one exception, that even today, 
with these high prices and our spiraling cost of living, I say that an 
elderly couple or a single elderly person earning approximately $3,400 
to $3,500 a year can live comparatively well, and those are our initial 
income limits for these people. 

Senator Crark. Could you take anybody with that income today 
for public housing? 

Mr. Tronzo. Yes. 

Senator CLark. You don’t think that is too high ? 

Mr. Tronzo. It is not too high, but they can still live within this 
income. 

Senator CrarK. Outside of public housing? 

Mr. Tronzo. Outside and within. 

Senator Crark. I am sure within, but can they live properly on 
that income in Pittsburgh ? 

Mr. Tronzo. The white segment of our population can, because 
they are still moving around in a free rental market, but, of course, 
the Negro poses another problem due to the restrictive covenants 
that exist. 

Senator Crark. It has been my experience as a result of investiga- 
tions I have made in this area that there are still stringent restrictions 
in most of the Allegheny County areas for Negro occupancies. Do 
you agree with that ? 

Mr. Tronzo. That is correct. 
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Senator CiarK. So perhaps this community needs fair housing bills 
as much as any other in the Commonwealth ? 

Mr. Tronzo. That is right. 

Senator Ctark. One more question. Do you have in mind any addi- 
tional incentives to bring private industry into the field of creating 
housing, shelter, rooming, for elderly people? 

Mr. Tronzo. Will you please repeat that? I missed one word. 

Senator Crark. Can you think of any additional incentives which 
could be created which would induce private business to move into 
creating private housing for the elderly ? 

Mr. Tronzo No, sir, Senator; I have given up. The profit has to 
be there in substantial amounts or they won’t get at it. 

Senator Cuiark. If that is the case, and I think you are right, I 
don’t have any objection to it, but you are going to have to subsidize 
a profit, aren’t you? 

Mr. Tronzo. That is correct. 

Senator Ciark. Thank you, sir. At this point your formal state- 
ment will be made a part of the record. 

(The prepared statement of Mr. Tronzo follows :) 


PREPARED STATEMENT OF ALFRED L. TRONZO, ADMINISTRATOR, HOUSING AUTHORITY 
OF THE CITY OF PITTSBURGH 


The problems of the care of the aged and aging are not new, but they come 
to us today with a particular urgency, creating in us an unmistakable sense of 
guilt. As a physician of wisdom reminded his colleagues this very week, we 
have achieved, indeed we have added, many years to man’s life with the tools 
of medicine, but with our heartlessness, our attitudes, we have so robbed those 
years of life that we must bow our heads in shame instead of being able to lift 
them to receive the laurels of achievement. 

In ancient times, the elders of the little classic city-states were the respected 
wise ones, assets rather than problems to the community. Even as late as the 
19th century, with its big families and old family homes, the elders remained 
as loved and respected members of the household, the source of mature advice 
for the married and warm indulgence for the youngsters. But today, we hear 
from all sides that Grandpa’s a problem, Aunt Essie’s a problem, Uncle Louie’s 
a problem. 

Let’s face it: We boast we can keep people alive a long time now—but they’re 
in the way, and for all society makes use of them, they might as well be asleep 
in their graves. They’re forced to retire at 65, expected to exist on tea and 
crackers, shunted off to the attic or exiled to a mental hospital, regarded as in- 
capable of decisions, and trusted only to peel the potatoes or take out the nightly 
bag of garbage. 

The fact is that the emptiness, the purposelessness, the waste of these added 
years, is a disgrace to our Nation. The shining miracle of these years, won by 
the united forces of medical research, lies tarnished by our failure to unite 
society’s forces to complement the miracle. The added years, which should be 
a time of harvest and reward, are, for too many, a time of deprivation and sor- 
row and of being pushed aside, a time when death is postponed but longed for 
just the same. (The American Psychiatric Association recently reported that 
30 percent of all patients in mental hospitals were more than 65 years old. 
Many of these, according to Dr. L. H. Bartemeier of Seton Institute, were there 
only for the convenience of their families. ) 

By tradition, we blindly and meekly accept 65 as the retirement age. We 
individualize everything else and like to say that no two persons are ever alike. 
Yet when it comes to retirement—up and down and across the Nation, when that 
birthday comes—the pencil is laid down, the cap hung on the hook and the 
papers filled out. Life’s work is over. Who says? Why, the calendar says: 
Life’s work is over. It matters not that some men at 40 are rigid and old: 
According to the calendar, they’re still good for another 25 years. Nor does it 
matter that some men, like my Dad, are young at 87. By the calendar, he was 
put to rest 22 years ago. Trouble with him is that he doesn’t know it, and 
long before I start off for my office in the morning he has gathered the eggs, 
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fed his chickens, cleaned the coops, and tended his garden, working like this all 
day with strength enough to criticize my efforts at farming when I get home 
at night. 

$y the very nature of the authority’s work, providing as we do the shelter, the 
actual physical structure in which life is carried on, we were brought early to 
grips with the problems of the aging. Even if we had wanted to, we couldn't 
have dodged them. We've been housing people here in Pittsburgh for 20 years. 
With the relaxing of the eligibility requirements 2 years ago, we have admitted 
a goodly number of single individuals past 65 years. We have now in our 
population almost 450 elderly couples, 325 single elderly persons and over 100 
families whose head is over 65. Though we have dealt with persons of limited 
income, you can believe that we have encountered in manyfold frequency most 
of the hazards and problems of senior citizens anywhere. 

In the belief that the subcommittee has now garnered a considerable quantity 
of “facts and figures’ from its national hearings, we propose to offer as our 
testimony some brief account of our day-to-day experiences with very real 
people, people we know by name and voice and appearance. We hope these bits 
of “life” will reflect and illuminate the problems and the unmet needs of the: 
aged and aging in our city. 

As further background we should note that the Housing Authority of the City 
of Pittsburgh currently operates 7,011 low-rent homes, distributed in 8 dif- 
ferent housing communities. One out of every eight of our homes is occupied 
by either a single elderly person, an elderly couple or a family of which the head 
is over 65 years of age. 

These senior residents pay rent—including gas, light, heat and water—di- 
rectly in proportion to their incomes, beginning with a minimum of $32.80 per 
month for single persons and $35 for families of two or more. At the present 
time most of the elderly couples and single persons occupy one-bedroom apart- 
ments, although in some cases where a health problem is present, a couple may 
be assigned a two-bedroom apartment. However, in our communities now in 
development, there will be 156 21%4-room efficiency apartments for the accommo- 
dation of single elderly. There will be, of course, in the new developments, 
additional one-bedroom dwellings—similar to those we already have in our 
communities. All told we will have over 2,000 efficiency and one-bedroom apart- 
ments available for the elderly, although obviously many of the 1-bedroom units 
will be occupied by younger persons. 

The rapidly increasing number of elderly in our housing communities (in the 
last 5 years they have increased from 7.5 to 12.5 percent) has brought into 
sharp focus what seems to be four main problems affecting the elderly: (1) 
inadequate income, (2) poor health, (3) unsatisfying leisure time activity, and 
(4) poor housing. 

We have directed our interests, of course, to solving the fourth problem. Our 
experience has taught us that thought we can do much in this area to give 
comfort to the alderly and to make the declining years happy and meaningful, 
we cannot carry the full load alone, especially as the load increases. We ask 
for an awakened conscience in all the city—in sons and daughters, physicians, 
health agencies, social agencies, recreational groups, church groups, neighbors, 
grandchildren, forty-second cousins—everyone. Help must come from all corners 
in all ways from all persons. Just as the physician looks for kindness and love 
from others to make his medicines “cure” his patient, so we, providing four walls 
and a roof, look toward others to turn our shelter into a place of joy and con- 
tentment for the occupant. 

A few stories from our experience perhaps will show how tightly these several 
problems are linked, and how one cannot be satisfactorily solved without attention 
also to another. 

There is Mrs. E. B., a woman in her seventies whose husband died 5 years ago. 
For some months after she was left alone, Mrs. B. seemed to manage with little 
trouble. We were satisfied she had the best housing she could get for her money: 
though of low income she had enough for her modest needs; her health seemed 
reasonably good. But eventually loneliness and her feeling of being unwanted 
and unneeded seemed to overwhelm her and she turned to alcohol. 

She spent her evenings in the tavern in the adjoining neighborhood, drinking 
all she could get. Her drinking became uncontrollable and she was rarely 
sober. Frequently the neighbors would be forced to get the police to bring her 
home. About 2 years ago, after an extending drinking spree, she failed to 
appear when neighbors called at her apartment; she refused admission to all 
callers. Finally, the manager and a Salvation Army volunteer forced entrance. 
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They found Mrs. B. bedfast, very ill and indescribably filthy. The Salvation 
Army volunteer not only cleaned up the apartment but cleaned up Mrs. B, bath- 
ing her, trimming her hair and nails, and washing her clothes. Then she fed 
her, and obtained medical attention. Mrs. B. recovered and today she is a sane 
and sober nondrinker, a neat housekeeper, and a happy participant in the Golden 
Age Club in the community. She now knows that somebody cares. 

Another was Mrs. P. F.; left alone in her late nineties after her husband died 
in 1952 and her only relative, a sister, in 1953. Here again there was income, 
provided by the Department of Public Assistance; there was mental alertness; 
the authority was willing to continue providing shelter. However, because of 
her frailty, there was some doubt that she could manage by herself. Mrs. F. 
was “adopted” by her neighbors, who helped her with her chores, cooking, 
shopping, and so on. Mrs. F. and the neighbors established a signal system— 
upon retiring Mrs. F. lowered her window shades to the sill and raised them the 
first thing in the morning. If the shades were not in their appropriate position 
for the time of day, the neighbors went into the apartment. Thus, with help 
from her neighbors, Mrs. F. maintained her apartment until her recent death at 
the age of 104 years. 

A few weeks ago we had the pleasure of welcoming as resident one who had 
become an old friend through sheer, impressive strength of character. Mrs. M. 
C. at 90-plus was virtually the last resident of the 90-acre clearance area in the 
Lower Hill District. Mrs. C. (who insists on being called “Minnie, so everybody 
will know who I am”) lived for the last 3 years across the street from the 
relocation office, painfully maneuvering her way to the office on the lst of every 
month for 29 months to pay her rent and refusing to move until a future landlord 
could furnish satisfactory references. She is so tiny that she has difficulty turn- 
ing on a wallswitch, can walk only with crutches because of a deformed back and 
shoulder, can see only a few feet because of cataracts and is a diabetic on insulin. 
But she is an unquenchable individualist who politely but firmly advised the 
authority that it could wait for her to make up her mind since she was “not a 
charity case. Homes and institutions are for old people.” Devoted to one parish, 
she refused to budge until the relocation office secured a written guarantee that 
she would be buried from St. Paul’s Cathedral. She has been installed in a 
one-bedroom apartment in one of our communities and provided with a modified 
kitchen range with a pilot light (and the back burners and oven closed off for 
safety). Girls from the management office call daily, to pass the time and give 
her a bit of a hand with breakfast. She claims to be happier than she has ever 
been in her life. 

Our concern for her well-being, however, increases with each day. If there 
had been any other acceptable solution to her housing problem, she would never 
have been brought here at all. She simply refused all other placement, and 
the bulldozer was at her door. We cannot disregard the problems that will 
plague her: securing food and preparing meals, keeping her bed clean, taking a 
bath, laundering her clothes, getting to her church, keeping to her strict diet, 
just sweeping the floor. The authority staff, meeting the challenge of the 
moment, has been able to help the woman in an informal and homely way thus 
far. If physical life is to be sustained, however, there will have to be a care 
fully planned program of help from agencies and friends who understand her and 
a wise and kindly preparation for some very difficult days that are undoubtedly 
around the corner for her. The authority is getting out of its depth when it 
attempts to carry the full load here. 

There was Mrs. M. M., 75, who had a stroke in the night and lay for 3 days 
without help before the manager found her and had her admitted to the hospital 
but too late to be of help. There were no relatives or friends, and our staff had 
to settle her affairs including making funeral arrangements. 

Then there was Mr. P. Q., left alone in his 70’s when a sister had to be 
institutionalized. He still had housing and his old income, but no friends and 
no relatives. He disintegrated rapidly and had to be visited weekly by the 
manager. At least twice, he became ill enough to need hospital care. The 
authority found it impossible to find transportation and in both instances 
provided the transportation itself. When Mr. Q. died, the authority staff was 
forced to make funeral arrangements, even guaranteeing the cost. 

Another was Mrs. B. R., aged 73. After Mrs. R. had been in occupancy, the 
authority realized her physical health problems were severe enough to make it 
impossible to continue without some help in housekeeping chores. She was 
referred to a social agency, which furnished a visiting housekeeper once a 
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week. Her behavior began to show marked signs of mental disturbance, char- 
acterized by an obsession that the neighbors were doing things against her. 
After much effort by the authority, in conjunction with the relief agency and 
the social agency, she was committed to a hospital for psychatric observation, 
for which admission the authority had to assume responsibility. She has now 
been sent to a State hospital, leaving us to settle her affairs and dispose of her 
belongings. 

Many other cases like the above could be cited but they would only be addi- 
tional confirmation that one of the major needs is a strong, coordinated group 
of medical services, readily available to these older folks. In our housing 
communities (as well as elsewhere) there are Well Baby Clinics operated by the 
local health department. Our experience with the aged leaves no doubt that a 
similar clinic for these elderly is just as essential. There should be public 
physicians available for emergencies. (Many of our neighborhoods are relatively 
isolated and it is sometimes impossible for older people to make a trip to the 
doctor. In some areas calls to the physicians’ exchange reveal that no doctors 
are listed for emergency service.) There is a need, also, for nutritional services, 
perhaps in conjunction with the clinic. (Elderly people on very limited in-, 
comes sometimes have false notions of economy and in carrying out these 
notions get on diets that are actually detrimental to health.) There is a need 
for health educational programing which would alleviate the inevitable fears 
that doctors and hospitals mean terminal illness. 

There is also the very complex question of handling the older person who 
becomes psychotic in senility. He can become a danger to himself, a threat 
to his neighbors, and a most difficult problem for the authority stoff. Such a 
person is in need of immediate care. Yet untangling the redtape has sometimes 
created tragic delay and forced our managers into action for which they have 
neither time nor training. 

Then there is the problem of holding an apartment for the person who is 
hospitalized. Often the sick person loses all or part of his income when he 
enters an institution and cannot, therefore, maintain rent payments. The 
authority has no provision for extending credit for several months, nor facilities 
for storing the resident’s belongings, and yet his release later may very well 
depend directly upon the availability of his apartment. 

Spurred by the large number of problems uncovered by the mass relocation 
of hundreds of families from the Lower Hill District renewal clearance area, 
the housing authority has been able to enlist the support of the local health and 
welfare association, the Community Chest, and a number of the community’s 
health and social welfare organizations in a coordinated effort to find workable 
solutions for some of the multiproblem families needing housing. These efforts, 
still experimental, still in development, have been sufficiently successful to prove 
that some apparently insoluble problems have solutions if the appropriate serv- 
ices can be enlisted and coordinated. 

Under the sponsorship of the health and welfare association and the author- 
ity, a working advisory committee composed of the executives and/or casework 
directors of the city’s major social agencies has been at work several years. 
The committee meets regularly to analyze, evaluate, and recommend possible 
action on specific problem-family situations. Whenever possible a working 
plan is devised and the case assigned to the appropriate agency or agencies for 
followup. One most successful outgrowth of the committee’s activity has been 
the development of a visiting housekeeper service, currently financed on an 
experimental basis by a special grant from the Community Chest. This service, 
provided by several of the major social agencies, has enabled the authority to 
admit to occupancy or continue in occupancy persons or families who would 
otherwise be unable to maintain homes for themselves. At the present time 
some 25 aged persons and couples are benefiting from weekly or semiweekly 
visits of housekeepers. Without this service, which is on the increase, these 
folks could not live by themselves but would be forced into institutions, or in 
some cases into already overcrowded homes of relatives. 

In the area of leisuretime activity, some progress has been made. In most 
of our housing communities, for example, there are Golden Age Clubs, Senior 
Citizen Lounges, ete. Here programs are conducted by community agencies such 
as the Salvation Army, settlement houses, and the city bureau of recreation. 
These programs include craft classes, games, social gatherings. In our com- 
munities, too, there are opportunities for the more energetic who wish to do a 
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little gardening. In one community, an annual garden party, initiated and con- 
ducted by residents, has become a major event, with the ceremonious awarding 
of prizes for best flower gardens, best lawns, and so forth. The elderly usually 
carry away most of the prizes. Such activities are essential and will be 
expanded. 

Older people need an interest in life, something that will offset the natural 
tendency to withdraw within themselves. In some cases they have it in their 
churches, their clubs, their friends. But all too often we have found that those 
who come to live in our communities lack either inner resources or outside 
interests. Their friends and relatives have died before them, their children are 
scattered, they are physically unable to travel to clubs or churches or places of 
amusement. They will clutch at anything to relieve boredom. We hope that 
the activities programs being developed by agencies within our housing com- 
munities will provide these interests, but unfortunately there are problems 
which even these programs will not touch. 

One pathetic little story which came to the attention of our application 
office will serve to illustrate. A husband and wife in their late sixties ap- 
plied for admission. A home visit found them living in poor circumstances, 
the man practically immobile. They were economically eligible and arrange- 
ments were made for leasing to them. They failed to keep the leasing date 
(made several times at their convenience). A second home visit found this 
pathetic but very real situation: the man spend his days chairfast at a win- 
dow. His major interest in life had become his neighbor’s racing pigeons which 
he could observe in their comings and goings in the adjacent yard. He knew 
every pigeon by appearance and name and lived for the moments when he could 
spot the returning birds and inform their owner of the return. This activity 
had become such a consuming interest in life that he was willing to reject 
a decent home, because as he said, wistfully, “There are no pigeons in public 
housing.” Unfortunately, among our activity programs, we have not yet devel- 
oped an equivalent for this man’s pigeons. 

We are quite aware of how our activities program falls short of what it 
ought to be. We lack space, both indoors and out. In some of our communi- 
ties we have created recreation rooms out of basement spaces by remodeling, 
painting, improving heating and lighting, and installing kitchens and washrooms. 
We need supplies and equipment, more pleasing furnishings, more and more 
professional leadership. There needs to be programing that will bring into 
the activities those who need it most, programing that will hold the participants’ 
interests, and programing that will have a far-reaching effect upon human re- 
lationships beyond the confines of the clubroom or the community. 

We hope that by our comments and our sketches we have painted a word 
picture of the part that good housing and dedication can play in the lives of 
our elderly citizens; but it’s obvious that the problems of the elderly are myriad 
and for these there is no cure-all. The needs are many and nothing short of 
total community effort can meet them. 

In our battle plans to reclaim our own, we will need the services of hospitals, 
clinics, nursing homes, foster homes, visiting nurses, care centers, co-op shel- 
ters—and last but not least—we need the respect and understanding that must 
go with this effort if this neglected segment of our population is to be steered 
back into the mainstream of life. 

These people who are being punished for growing old were once young— 
they played here. they worked here, they married here, and they raised us 
here, all of their roots are here—so, strange as the admission might seem, 
this is not a problem that we can slough off on Uncle Sam; but must shamefaced- 
ly acknowledge as our own. 

Your honorable committee deserves the thanks of all of us—young and old— 
for awakening us to our responsibility. 


Senator Crark. Dr. Alfred Kraft, assistant to the director of the 
John J. Kane Hospital. 

We are very happy to have you here. You are patient. You are 
the low man on this totem pole, I regret to say. It was just luck. We 
are running behind. I am anxious to hear your testimony, and will 
not rush you, but you will bear in mind that time is golden today. 

43350—60—pt. 33 
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STATEMENT OF DR. ALFRED KRAFT, ASSISTANT TO DIRECTOR, 
JOHN J. KANE HOSPITAL, PITTSBURGH 


Dr. Krarr. Thank you very much. It is a pleasure to be here. | 
am glad to be in last position, because this makes me a wrapup man 
with some opinions of my own. 

In resolving the problems of the aged and aging who come to the 
attention of our hospital, perhaps our most important responsibility 
is passing judgment on the destiny of people who apply to John J. 
Kane Hospital, deciding whether they should be admitted or should 
remain in the community. These decisions are becoming more and 
more difficult. We know that housing conditions in Pittsbur gh for 
older people are just plain terrible. T here are home situations in our 
community so despicable and deplorable that I would hesitate to place 
the entire story on record. This, unfortunately, is limited very much 
to people who are being segregated and separated away from the rest 
of us because they are aged. “Tt seems to apply particularly to older 
people who live alone, and these seem to be the persons in our com- 
munity who have an unusually hazardous way of life, especially when 
they become ill and are unable to obtain care from their neighbors. 
If we want to do something about it, we will immediately have ‘to talk 
about providing more adequate housing for older people, and certainly 
we must take awareness of the fact that the most serious thing they 
face is the lack of availability to various community services. 


LACK OF COMMUNITY SERVICES 


For instance, the gentleman Mr. Tronzo mentioned could have ex- 
isted much better with the help of a cook and scrublady, perhaps pre- 
venting the condition that ultimately required a doctor. We know 
we lack this kind of community service very badly, because so many 
people break down seriously because their environment and living con- 
ditions are bad. Many people who are required to go to hospitals 
could be kept in very good health in the community by providing 
personal services. 

Senator CLrark. What puzzles me about that case of Dr. Tronzo’s 
was where does the public responsibility begin in dealing with a case 
of this sort? It has been almost traditional with us that the initia- 
tive to receive public assistance or care of a doctor must come from the 
individual himself. Is there an obligation in the community through 
a voluntary agency or government to hunt that man out and find him 
and do something about him, or are we still in that relatively primi- 
tive condition where, other things being equal, we have got to rely on 
a man like that to come in and ask for help ? 

Dr. Krarr. He needs recognition and help; I believe we need case- 
finding services. We must seek out people who are in trouble and 
provide aid early. For instance, the brother of this man adamantly 
stated he didn’t want to go toa hospital and only wanted help to find 
another clean room in which to live. People are proud and want to 
retain independence as well as they can over the entire range of their 
life. They don’t want outside help, but sometimes have to seek it, 
nevertheless. 


Senator CLark. You think somebody ought to go hunt these peo- 
ple up? 
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Dr. Krarr. I think a great many of these people are already known 
to those who visit in the community : police officers, priests, ministers, 
doctors, nurses, and the agencies. 


NEED FOR A CENTRAL AGENCY 


You mentioned a very important gap in service, that there was a 
need for a central agency for at least ‘providing information or assist- 
ance. In Pittsburgh, this is one service we need very, very desperately. 
It seems that an older person with problems must travel through this 
entire community before he can find the one person or agency to provide 
help. 

I can visualize a very cooperative, integrated agency that has know]l- 
dge and contact with all of the services available in the community. 
There is a need for a centrally located office where people can sit down 
at a desk with a knowledgeable person to discuss their problems, and 
have help offered. The people need a way to reach help without going 
all over the city begging for assistance, filling out forms, and going 
through redtape. 

Senator CLark. I think you would all agree with me that among the 
bureaucracies which give us trouble are the social work bureaucracies. 
They are so difficult to get things moving. I don’t say this critically. 

Dr. Krarr. That is true. There is too much talk and too little 
action. 

Senator Crark. Right, sir. This applies to certain other fields, 
including the Congress of the United States. 

Dr. Krarr. I don’t think the physicians, including myself, as an 
institutional physician, have any particular legislation to advise, or 
want to tell Congress whether we need or do not need money. I believe 
we first need a good, strong Christian revival of community spirit in 
Pittsburgh and everyweher else. Our public officials here, through 
repainting this town and rebuilding it, have done everything they 

‘an do, but the city still has a dormant heart and soul. How can we 
stieulahi people to remember that there are others besides themselves 
with problems, and encourage them to join in and help? If we can’t 
have people do this for themselves, one day the Government will have 
todoitforthem. That would be sad, indeed. 


INSTITUTIONAL HOUSING 


I would like to make one other comment about the kind of housing 
that should be provided for older people, and would especially like to 
make a comment about institutional housing. In all of the fine legis- 
lation coming from your department in recent years, there has been a 
trend to add a clause to present discrimination against persons because 
of their race, color, or creed. I wish we could add the word “age” to 
each of these clauses. 

I think it is very discriminatory to segregate older people by movin 
them in to rural visitations, only to forget them. I agree very much 
with the Congressman on my left who talked about having community 
arrangements, but would like to add to his ideas. He commented that 
they should be “set aside” from the main stream of activity. Even 
this can become a dangerous, discriminatory thing. I believe older 
people want to stay in the community, where they have people they 
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know and love; unless they are so physically or mentally broken down 
that they must be in a hospital, they should have a right to remain 
at home. ‘ 

I would hate to grow to 75 vears of age and have a social worker 
come to me and say, “Dr. Kraft, you are getting too old and feeble. 
We want to place you in an institution.” 

Senator CiarKk. There they are, and they represent a social thinking 
which at the time seemed compassionate. Many are run by fine re- 
ligious denominations, and some by other fine groups. We can’t 
break them up very well, can we? 

Dr. Krarr. No, we can’t. They have a place in our society. Pri- 
vately endowed institutions are much finer than public institutions in 
many respects because there is more heart in the people who administer 
them. 

Senator Crark. I think we would all have to agree with them. 

Dr. Krarr. One problem is that they are dealing primarily with 
people who are either sick or likely to become sick; yet the operation 
of these institutions is not medically oriented. As a result there are 
many people in institutions who are never really given the advantage 
of our medical ability until there is such a tremendous physical break- 
down that nothing can be done. Persons with high blood pressure go 
to the point of having a stroke; or a little pain in the belly finally 
appears as a metastatic cancer; or a cardiac condition declines to the 
point where the doctor cannot restore the patient physically. 

There is much to be done in the field of preventive medicine in 
seeking out people with early illness, and preventing disabling disease 
and accidents. 

Senator CLarK. Is not part of your problem a short supply of quali- 
fied doctors ? 

Dr. Krarr. Yes, but nurses are even more critical. In the area you 
discussed in Fayette County, you may have met a nurse who proclaimed 
she was the only visiting nurse for 20,000 people. Our visiting nurses 
are some of the finest people I know, but they are very short staffed. 
Devoted people of this sort, I believe, deserve all of the contributions 
the community can give. We could at least start with this one group 
which is doing a good job, and jet them expand their services. 

Senator Ciark. One of my pet projects is that we don’t have enough 
personnel trained to do valuable and needed work in the United States, 
that in so many businesses and professions which are desperately in 
need, personnel is in short supply and on the other ae we have 
people who are overpaid or very well paid, for doing things that are 
outright harmful or of no use. 


PHYSICAL REHABILITATION 


Mr. Spector. The contention is often made that if we invest heavily 
in the rehabilitation of older people who have had strokes, or have 
arteriosclerotic conditions, that a heavy investment would save money 
in the long run. Does your experience bear that out ? 

Dr. Krarr. That is right. Rehabilitation is the best shot in the 
arm for aged persons in the history of institutional care. And it is a 
wonderful thing to know that people who only 10 years ago would 
have remained in their beds until they died, are now able to be re- 
stored to some kind of activity. When we talk about rehabilitation 
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we don’t always mean to the extent of full recovery. I know of many, 
many patients who will be able to return to families who love them 
and want them, if only they can get over such simple hurdles as being 
able to move around the house enough to get to the bathroom. That 
amount of accomplishment in older disabled people is sometimes 
enough. It isa very true fact that, of the people who come to our in- 
stitution with rehabilitation potential, three-quarters can expect to 
gain a much more independent life than they ever dreamed possible 
under the circumstances. Twenty-five percent can eventually walk out 
of the hospital to return to the community with as much independence 
as you and I. This wasn’t possible 10 or 15 years ago. There is 
really nothing magic or new about rehabilitation. This is a new 
application of an old art, and has come into the institutions because we 
have been desperately seeking ways to get institutionalized better, 
to make room for more people to enter our hospitals for care. 

Senator Ciark. Wouldn’t you agree that the experience with the 
Pennsylvania State mental hospitals during the last 3 or 4 years is 
giving pretty convineing evidence in support of what you have just 
said ¢ 

Dr. Krarr. Yes. 

Senator Ciark. The additional money appropriated for staff and 
doctors for the purpose of rehabilitating and discharging has been 
an economic success as well as a social one. 

Dr. Krarr. The bottleneck has not been the progress of psychiatric 
care in our mental hospitals. If you visit Woodville ond Mayview, 
you will find a group of “half-way house” patients who could be dis- 
charged, but can’t live on the outside because of their home and com- 
munity environment. It is often so bad that a psychiatrist “in his 
right mind” cannot send him back. 

Senator Cuark. This subcommittee makes the basic assumption 
that all psychiatrists are in their right mind. 

Dr. Krarr. So do I, but, ee they realize how foolish it is to 
treat a person who has had a mental breakdown, partly because of en- 
vironmental and family factors, then return him to the very same 
conditions which made him sick. It is like throwing a drowning 
man back into the water. 

Senator Crark. Thank you, sir. At this point your formal state- 
ment will be made a part of the record. 

(The prepared statement of Dr. Kraft follows :) 


PREPARED STATEMENT OF ALFRED C. Krart, M.D. 


When I am requested to express opinion on the problems of the aged in 
Pittsburgh, I find myself recalling the pathetic history of thousands who have 
found it necessary to resort to public care in a tax-supported institution for 
indigents. 

Physicians who serve the aged sick are quick to acknowledge that the average 
ease involves a very complex set of conditions which extend far beyond mere 
medical resources. While the typical case of illness in a young person is likely 
to be confined to the medical disorder, the aged sick person is usually affected 
unfavorably by a wide variety of social, economic, and emotional problems. 

Illness in the aged is apt to be long, disabling, clinically complex and costly. 
The patient usually suffers from more than one serious clinical entity, in 
addition to the degenerations consistent with age. In order to become well, 
he may require more resources than are available in the average community 
hospital and much highly specialized service of long duration. Once improved, 
he faces long convalescence with protracted or permanent disability. Because 
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of the terminal nature of many diseases of his age, he may have no more prospect 
than diminishing life to the point of ultimate death. 
In relation to these facts, I would like to emphasize some serious unmet.needs 


which must be overcome if we expect to meet the challenge of our expanding 
and aging population. 


1. HEALTH MAINTENANCE IN THE COMMUNITY 


The history of case after case referred to John J. Kane Hospital, the only 
major treatment center for the aged ill of Allegheny County, indicates clearly 
that we simply do not have enough physicians, nurses, clinics, diagnostic centers, 
hospitals, nursing homes, institutions, and public health control to provide for 
all of the people. 

Despite our campaigns of public health education and continuously expanding 
programs of multiphasie screening and diagnostic evaluation, countless numbers 
of people find medical assistance too late to prevent serious disability or 
shortened lives. This is a twofold problem involving both individual negligence 
and lack of sufficient facilities. ; 

The procurement of complete medical services in the community is frequently 
difficult. This is especially true of the aged ill person of low financial resources 
when he is confined to his place of residence. Not only may he experience a 
problem in procuring the continued services of a physician at his bedside, but 
he may find it virtually impossible to obtain hospital or nursing home care. 
The “public assistance doctor” has almost disappeared because of the unrealistic 
attitude of the government agencies which purchase this form of service. The 
existing “home medical care” programs are sufficient to serve less than 100 
people in a population of more than 1.5 million. The services of visiting nurses 
nurses are limited by both small staff and inadequate budget. 

The aging person who lives alone is in a particularly hazardous position when 
he becomes ill. His infirmities may make it impossible for him to take proper 
eare of his person and surroundings. Unless he has friendly neighbors to assist 
him, his condition declines rapidly. This is a frequent cause for urgent admis- 
sion to a public institution, the reference coming from neighbors, police, ministers, 
welfare workers, and local officials. How sad it is that such a morbid state of 
indignity could frequently be prevented by the provision of homemakers, house- 
keepers, Meals-on-wheels, practical nurses, and similar simple programs of com- 
munity service. In Pittsburgh, these services are generally recognized as public 
needs, but exist either not at all or on an extremely small scale. As a result, 
it is not uncommon for John J. Kane and other hospitals to admit patients who 
are malnourished to the point of starvation, seriously debilitated because of 
lack of basic care, and revoltingly incrusted in fifth. 

The position of the physician and the community hospital is often misunder- 
stoop in cases of this character. Before condemning the doctor, we must realize 
that the provision of even the simplest forms of medical care is impossible in 
such an improper setting. Unless he can call upon services far beyond the pill 
and hypodermic needle, his efforts are bound to fail. Nor can the average 
hospital be denounced for denying emergency admission to such a patient, for 
this would ultimately destroy the ability of the hospital to serve the needs of 
the rest of the community. Once admitted to hospitals, such patients tend to 
become severe administrative problems, usurping beds which must be kept avail- 
able to the public and creating a discharge problem of great moral implications. 
Rather, we must turn to the community as a whole, and recognize the public 
apathy and lack of social consciousness which breeds these conditions. 


2. PROVISIONS FOR HOUSING 


At a recent hearing on the welfare of aging persons in Pittsburgh, a highly 
informed official described housing for the aged as “terrible.” Every person 
experienced in the problems of our older people is in accord with this opinion. 

The conditions appear to be particularly critical in the area of rental housing 
of all types. ‘While there are exceptions, the average “rooms for rent” sign 
in substandard housing areas indicates the presence of very humble living condi- 
tions. The pensioned oldster who must seek housing is not able to compete 
financially for anything but leftovers, and, as a result, must be prepared to 
accept what is available. Social investigators frequently find conditions involv- 
ing calloused and enterprising landlords, and improvised living arrangements of 
incredible poorness. Despite the remarkable progress of slum clearance and 
restoration in Pittsburgh, and our increasingly strict public health and housing 
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regulations, John Kane Hospital still receives a substantial number of patients 
from shacks, semifinished attics, basements, outbuildings, and subdivided rooms, 
as well a from “flop houses,” cheap hotels, and crowded roominghouses, many 
of which display filthy living conditions. This kind of housing, once inhabited 
primarily by social misfits, is now common residence for our aged of limited 
income. From an environmental health standpoint, substandard housing is a 
contributing factor to the poor health of many aged persons. From the stand- 
point of hospital operation, patients who are received from such housing must 
frequently return to the very conditions which led to their illness. 

Public housing has only recently been made available to the aged, in limited 
quantities and under strict regulations. There is a clearly defined need for rapid 
progress in this field, not only for ordinary housing, but for specialized housing 
for the disabled and supervised group living arrangements for semi-incompetents. 

Kane Hospital finds community housing facilities a severe obstruction to its 
progressive policy of discharge planning. At this time, there are approximately 
400 patients among 2,000 who could be immediately reestablished in the com- 
munity if housing of a suitable type could be found in combination with simple 
home services such as housekeeping, meal planning and distribution, laundry, 
and other forms of personal assistance. The failure of the community to respond 
to the needs of the aged and disabled by providing this kind of community 
resources has resulted in the gradual development of a waiting list at the hos- 
pital, markedly reducing its availability to seriously ill patients who are eligible 
for admission. To overcome this, the county government encouraged the enact- 
ment of a group of laws to provide for foster-home placements in the community, 
a responsibility which is to be shared by the State department of public assist- 
ance and the Allegheny County Institution District, operator of Kane Hospital. 
The program is now being activated, but with the understanding that there will 
remain a growing need for the provision of special housing for the aged and 
disabled. 

3. MEDICAL NEEDS OF THE AGED ILL 


Progress in medicine is high among the great contributions of our time, 
and every phase of development has made a distinct change in the care of aging 
people. New methods of treatment and techniques of care have stricken many 
disorders from the “hopeless and incurable” list, and have revolutionized the care 
of patients in institutions. 

There was a time, not more than a decade ago, when it seemed reasonable to 
provide for lifelong institutional care for many aged and disabled people. It 
was a sad custom to loosely classify such patients as “ arteriosclerotic,” “senile,” 
“incurables,”” and “chronics.” These terms carried the connotation that most 
institution patients needed little care beyond nursing, personal hygiene, and 
sufficient food, and, as a result, countless thousands became bedfast and totally 
disabled until death. 

Modern hospitals such as Kane are founded on principles that merit the con- 
sideration of every home for the aged, nursing home, institution and hospital of 
the Nation. 

(a) A detailed diagnostic study of more than 1,700 patients in the old county 
hospitals at Woodville and Mayview revealed the existence of 82 major clinical 
entities, almost every one of which indicated a specific form of care. Only 
18 percent were determined to be suffering from arteriosclerosis and simple 
debilities of age alone. This study stimulated a complete revision of the medical 
standards of the hospital, including a provision for exhaustive and extraordinary 
diagnostic means and intensified treatment techniques. The knowledge gained 
from this approach to patient care suggests the possibility that large numbers 
of persons confined to nursing homes and infirmaries may not have sufficient 
diagnostic evaluation to determine their actual medical needs. In view of the 
rapidly expanding chronic illness problems affecting the aged, it seems extremely 
important to provide for complete, accurate, and early diagnosis as the keystone 
of a well-founded medical program, and to ‘follow this with readily available 
intensified medical-care services. 

(b) The process of physical rehabilitation and restorative services has had 
dramatic success in institutions. Basically, this has become a dynamic, con- 
structive, methodical application of measures to promote adequate convales- 
cence. In the majority of cases, the techniques can be carried out in even the 


most humble nursing homes and institutions, at low cost and with relatively 
little effort. 
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I am convinced that a national factfinding survey would indicate the existence 
of many thousands of persons who are needlessly maintained in a state of total 
incapacity and bedfastness, only because the restorative procedures known today 
have not been made available. Kane Hospital can demonstrate that at least 
one-half of the totally disabled newly admitted patients have some degree of 
rehabilitation potential, and that three-fourths of these can be restored to at 
least some significant level of independence, including a substantial number who 
can return to comfortable private life. 

Perhaps the most important aspect of restoration of the aged is that the lower- 
cost long-term medical facility, such as the nursing home or institution, appears 
to be the practical location for the majority of this work at the present time. 
General hospitals for acute disease are not prepared to engage in this time and 
space consuming practice on a large scale, and, as a result, most of the patients 
with severe needs for this service are referred to long-term facilities. Institu- 
tions which practice restorative services can demonstrate a sharp reduction in 
nursing care and medication as patients improve, an improvement in sanitation 
and linen costs with the control of incontinence, a heartening increase in the 
morale of depressed and apathetic patients, an increase in turnover as patients 
are discharged, far more satisfactory working conditions to attract competent 
employees, and, above all, a welcome increase in reputation as a member of the 
medical community. 

(c) Chronie disease nursing is a highly specialized field in which there have 
been only minor accomplishments in training. It is false to assume that the 
average graduate of a nursing school, fully prepared to undertake the respon- 
sibilities of general hospital care, is entirely competent to manage long-term 
patients. Beyond ordinary nursing skills is a need for understanding the com- 
plexity of problems affecting the chronically ill, and a knowledge of ways to re- 
store the patient to maximum self care. Unfortunately, the scarcity of registered 
nurses and the lack of inclination to work continuously with totally disabled 
long-term patients, has placed much of the national burden on even less skilled 
practical nurses and nursing aides. There is, therefore, a national need for the 
establishment of educational programs for personnel needed in the area of long- 
term illness and institution care. 

In addition to nurses and physicians, the development of chronic disease pro- 
grams reveals a severe need for training greater members of young people in a 
wide variety of occupations useful in patient care: technicians in physical medi- 
cine, occupational therapy, speech therapy, arts and crafts, vocational education, 
recreation, and blind assistance, as well as medical social service workers, psy- 
chologists, dieticians, and program administrators and coordinators. The vast- 
ness of this problem suggests the need for Federal help. 

In concluding this statement concerning only a few of the serious problems 
affecting our aging population, I would like to point out that progress in Pitts- 
burgh has been excellent. Although many deplorable conditions still exist, the 
growing public awareness and community interest is very encouraging. All of 
the people owe a debt of gratitude for your concern in our welfare, with apprecia- 
tion of the fact that your continued efforts will favorably affect each one of us in 
turn as we, too, age. 


Senator CiarK. Could we have about 10 minutes of interchange? I 
wonder if you, Mr. Block, would care to comment on what your three 
colleagues on the panel have said, particularly with respect to the role 
of the health and welfare council in all of these matters. To what ex- 
tent it can or should be expanded, to what extent these problems which 
have been raised by your fellow panelists are unhappily going to have 
to be solved to at least some, if not a great extent, * government at 
one or another level. 

Mr. Brock. Well, Senator Clark, I would say, having listened to 
these gentlemen, that they made some very interesting points, but I 
think it points up the tremendous gaps in our information on how to 
handle this problem. The doctor over here said that he wanted some 
better community spirit on this, and I agree with him, that we need 
greater awareness, and your subcommittee is certainly helping to 
bring this about. I think we need more community planning along 
these lines to know whether we do have enough facilities, whether we 
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are making proper use of those facilities and what more we need, and 
I am not convinced that there isn’t some public money necessary. I 
think there probably is, especially in the subsidizing of housing, and 
I think that in the field of recreation, of operating a center where we 

can give information on what is available, these things, I am sure that 
with better community spirit we could bring about. 

Senator CLarK. Couldn’t the health and welfare council take the 
lead in a study which would inventory the assets and list the require- 
ments ¢ 

Mr. Buiocx. That is exactly what our written statement says we 
plan to do. It is one of our top priorities, but we just have not been 
able to get going on that in any detailed way. We are working on it. 

Senator Ciark. I think it would be a great thing for this community 
and also most helpful to this committee, and I know of the many 
foundations in this area which have a very keen interest in the com- 
munity from which I would think you could get adequate financing 
for a really first-class study along these lines. 

Mr. Biock. We are tackling o one phase of it and do have the money 
for a study on requirements and facilities on rehabilitation, which is 
only one phase of this overall problem. 

Senator CiarK. Your study would not necessarily be confined to 
the problem of the aged and aging, I suppose ? 

Mr. Brock. On rehabilitation ¢ 

Senator CuarK. Yes. 

Mr. Bock. That is right; but this field you are talking about is 
certainly very broad. I think one of the most difficult things was 
what Congressman Moorhead got into, and that is what is the proper 
handling of people who don’t need specific hospitalization ; and how 
do you cet them back into the community successfully? Do you have 
residences? Are the homes run by various sectarian groups the an- 
swer? The doctor made some statements that some of these isolated 
homes are not. I know of some cases where they have served very 
well the needs of older people, and I think that because they were in 
a group of older people they were more comfortable than if they had 
been isolated among their old neighbors who ignored them. 

Senator CLark. Do you want to comment on n that, Doctor? 

Dr. Krarr. I would like to agree with it and clarify the understand- 
ing that there is a “half-way kind” of patient. At the moment, Kane 
Hospital is working on a foster home plan to see if some of those who 
need personal attention can be properly p laced in the community. 

There is another group of people who, because of a wide variety of 
conditions, undoubtedly require custodial care. I know that in our 
own institution situation, we speak not in terms of some 2,000 persons 
who need care but of the possibility that the potential in Allegheny 
County is more likely 20,000. In serving a group this large in a city 
the size of Pittsburgh, there is much need for a well operated, public 
supported institution to care for persons who can’t get along under 
any other circumstances. We know they should not be using the 

valuable hospital beds desperately needed by the severely ill. We 
know this is not only detrimental and costly to the community, but 
forces the community to go beyond its means to provide resources. So 
this middle group, as Mr. Block defines, needs consideration as much 
as either end of the line. 
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NURSING HOMES 


Senator Cirark. Would you all agree that as a practical matter the 
nursing home is here to stay for the foreseeable future, or would you 
think not? Does anybody disagree that there is a continuing need for 
nursing homes to care for the problems of the aged and aging ! 

Dr. Krartr. There is a need for good nursing homes. 

Senator CLtark. Do we need higher legislative standards and better 
inspection of nursing homes to upgrade the level of custodial care 
they give? 

Dr. Krarr. Not only that, but to continue to place emphasis on 
the physical standards of the home, as well as to talk more about the 
medical qualities of the home. This latter is most important, because 
I know that in Pittsburgh, in Pennsylvania, and in the United States 
totally, there are many, many thousands of people in nursing homes ’ 
who are not receiving the attention they should because a complete 
diagnosis has not been established. 

Any Boy Scout who has had a health course knows yon can’t do 
anything about the patient until you know what is wrong with him. 
The most exhaustive kind of diagnostic service must be made avalaible 
to people. 

Senator Ciark. You know perfectly well, Doctor, you do not have 
the staff to do it. 

Dr. Krarr. I think we could do this if, for instance, the only per- 
sons who entered nursing homes were those who already had a very 
thorough medical evaluation in a good facility. Pittsburgh has a 
wonderful health center, and our hospitals are good. They can ac- 
complish anything, if given the ne They are very limited in 
working with this age group because they are often required to work 
with people who are unable to pay their bills. Furthermore, they 
are doing it with very inadequate reimbursements that embarrass 
them financially in every instance where their full efforts are extended. 

The poor hospital reimbursement for charitable cases in Pennsyl- 
vania has been a subject of discussion for years. 

Senator CLark. Would you not agree that you could not handle, or 
am I wrong, maybe you could handle, a very much expanded case- 
load? Suppose all these people who needed diagnosis were suddenly 
dumped on you, could you cope with it? 

Dr. Krarr. We agreed to that before. We need more doctors, 
more nurses, more clinics, more hospitals. 

Senator Crark. And you probably need more medical specialists 
in geriatrics, don’t you? 

Dr. Krarr. No, I think we need more specialists in internal medi- 
cine. There is no medical specialty limited to geriatrics. 

Senator Ciark. And therefore we need more medical schools? 

Dr. Krarr. That is right. 

Senator Crark. I would like to ask Congressman Moorhead and 
Mr. Tronzo if they want to make any comment on what their fellow 
panelists have said. 

Mr. Moorneap. I would like to make one comment. I am afraid 
maybe I didn’t get my idea across because of what Dr. Kraft said. 
He indicated I had used the term “away from the main stream” in 
referring to the retirement hotel. I did mean a few blocks away 
from the main stream for economic purposes. The hotel might not 
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be economically feasible for transient commercial business, but for 
permanent residence it is right in the center of the main stream so 
that the people who lived there would be right in the main stream 


of the city. I thoroughly endorse your idea that they should be part 
of the total community, not isolated. 


Senator Ciark. Mr. Tronzo? 

Mr. Tronzo. Why, Senator, before I make a statement, I picked up 
an article in the New Y ork Times that amazed me, and since it came 
from the American Psychiatric Association I hope that the gentle- 
man who made the statement was not in his right mind, because he 

says that 30 percent of all patients in mental hospitals were more than 
65 years old and a great many of these were only there for the con- 
venience of their families. 

Now, as to the type of facilities that are needed, I agree with all of 
the panelists. We can’t have too many more of what we have. We 
left out one thing that we exper imented with that I would like to call 
a co-op shelter. “In our effort in the Lower Hill we found that there 
were many more single-person families than there were families com- 
posed of two or more people. Almost 1,940 or 50 of them, against a 
total family population of 1,863. We didn’t know what to do with 
them. We had a difficult time getting some of them institutionalized. 
Others did not have to be, just had no place to go. So we used some 
good standard housing within the demolition area, homes not yet 
ready for demolition. And we sought out the leaders among this 
group and put them in charge of little co-op gatherings. We got 
them in numbers of no less than 8 to prevent tyranny from arising, 
and no more than 16 to 18 to keep pande emonium from breaking loose. 
With a slight amount of supervision from our own personnel we 
could turn these people into very happy and useful citizens. We pro- 
vided them with community meeting rooms, community dining rooms, 
we scraped up radios and television sets. And by and large, they said 
that. those were the happiest homes they had lived in for many a year. 
We kept over a hundred of these people for a little over two years, 
scattered in about 9, 10, or 11 of these homes. 

Senator CLark. Who picked up the bill ? 

Mr. Tronzo. These people have incomes. They are not without 
income. They are willing to pay for their food and can pay for their 
sleeping quarters. We are talking of people with income, not with 
no income. 

Senator Crark. Were you able to break even on the operation ? 

Mr. Tronzo. We found there is a slight profit in the operation if 
it is handled correctly. We did not take it, sir. But we find that this 
sort of operation can be started immediately with very little expense, 
but it requires the attentive and loving care of agencies like the one 
Mr. Block represents. 


NEED FOR NURSING HOMES 


Senator CiarKk. Let me ask one more question. We are going to 
have some testimony later, and have already had some testimony at 
other hearings, with respect. to nursing homes. No one of you four 
gentlemen is engaged at the moment in operating one, but you are in- 
terested in this ‘subject and I wonder if there is any consensus amon 
you as to whether to deal with this whole problem of the aged an 
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aging intelligently in the near future we should encourage or discour- 
age the continuance or setting up of new nursing homes for profit. 
And when I say “profit” I don’t mean they are going to issue stocks 
and bonds and pay dividends and bonuses, but people who are organ- 
izing a nursing home to make a living out of it and ought to be en- 
couraged to do that and make a very good living out of it as well; or 
should this be entirely on a nonprofit basis? If you don’t have any 
matured views, do not state them, but this has puzzled the Committee. 

Dr. Krarr. Just quickly, I will say we need nonprofit nursin 
homes operated on a rigid, both physical and operational, sande 

Senator Ciark. Do you think you can get them? This is like the 
short supply of personnel. 

Dr. Krarr. Yes, with Hill-Burton money available and the co- 
operation of local agencies, I think a man who wanted to organize 
a good, decent, well operated nursing home could do it very quickly. 

Senator CLark. Where are you going to find that man tf you cannot 
make a profit on it ? 

Dr. Krarr. Iam one. 

Senator Ctark. You have got a job. 

Mr. Tronzo. I would agree with the doctor. 

Senator CLark. Congressman Moorhead ? 

Mr. Moorueap. No comment. 

Senator CLark. Mr. Block? 

Mr. Buock. My feeling would be it might be difficult to get many 
of these on a nonprofit basis. I would think, however, that—at least 
it is our opinion within the health and welfare association—they do 
need more supervision and it might be that they almost assume a 

ublic-utility basis, a control of the fees they charge, certain things 
ike that, or at least they do not serve a very great community pur- 
pose if they are gouging-—— 

Senator Crark. To be sure, and therefore I think if we decided 
they should continue you would have to say that there ought to be 
regulation at some governmental level. What concerns me is what 
would you do if those beds which are now available in nursing homes 
for profit were suddenly taken out of the market? I am concerned 
about it. 

Mr. Brock. I thinkso, too. There is need. 

Senator Ciark. Thank you very much, gentlemen. Your testi- 
mony has been most helpful to the committee. 

Is Mr. John Feigel, who was to be a member of the panel, here? 

Then our next panel consists of Msgr. Joseph Findlan, director, 
Catholic Charities of Pittsburgh; Robert Hiller, executive director, 
United Jewish Federation of Pittsburgh; Rev. Chester L. Holmquist, 
executive director, Lutheran Service Society of Pittsburgh. 

Gentlemen, I am happy to welcome you here today and I am sure 
testimony is going to be very helpful tous. Iam sort of doing— 

mean I know in my own mind as to who should fire the opening gun. 

Monsignor Findlan, why do you not start off, being in the middle. 
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STATEMENT OF MSGR. JOSEPH FINDLAN, DIRECTOR, CATHOLIC 
CHARITIES OF PITTSBURGH 


Monsignor Finpian. I would like to say first that the problem of 
providing care for the aged and the aging is one which seems to have 
stolen up on us rather quickly in recent years and perhaps for that 
reason we have not been able to meet too quickly some of the problems. 
I feel, however, it is a problem, if we care to call it that, which can 
be solved and I think that a meeting such as this is a wonderful thing 
to stir up the community. While it is on the level of the Senate that 
you are conducting these hearings, I still feel that the solution of the 
problems ought to be kept pretty much on a local level. I do not see 
that the city of Pittsburgh and Allegheny County and the surrounding 
areas could not solve these difficulties themselves, pretty much so. 

One of the tragic things that we meet with, speaking just for our 
own organization—and [ think this is true of the others—is that 
there are so many people who come to us with these problems which 
turn upon the fact that they are older people and for whom we have 
no solution There are so many of them whom we cannot help. I 
would say this, that there are very few people who come to us today 
whom we can help immediately. It is always a question of putting a 
name on a waiting list, or, “Are you eligible?” “Are you the most 
needy?” “What will you do between now, when all we can do for you 
is put your name on a waiting list, and the time when you will be 
eligible?” That is something which causes us a great deal of concern 
and frankly in many of these cases we have no answer. 

We have tried here to do a number of things which I think have at 
least scraped the surface of this problem and I would just like to 
mention them very briefly. First of all to say this, that we have tried 
to put people on lists, not that they should be categorized, but there 
are four areas we feel older people might be placed in with a view to 
trying to solve their problems. 


FAMILY RESPONSIBILITY 


First of all I think—and I am glad I am here with the other gentle- 
men of the clergy because I feel sure that they will agree with me— 
this problem begins in the home, and maybe because we have neglected 
to press this point, this problem of caring for the aged has become one 
which has more or less forced itself upon agencies and the public in 
general. It is our experience that there are a great many old people 
who are not in their own homes who could be there if their children 
were more charitable, if they realized the very real moral obligation 
that they have to take care of their parents. There are children, of 
course, and I do not say this in a critical light, I am not trying to 
judge these people, but it is a fact that there are children who are able 
to care for their aging parents, who for selfish reasons or light reasons 
will not do that and who are quite willing to let somebody else worry 
about the problem. 
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Senator Ciark. Monsignor, you raise a very interesting problem 
with which I come into contact in my work in the Senate. There are a 
number of States in the South and thoughout the West where-the 
community feeling is that there is no obligation on the children to 
take care of their parents, that that is an obligation for the State, and 
for example the State of Louisiana has a law that anybody can get 
public assistance without first having to turn to relatives for support. 
I do not agree with that myself, but this is a widespread view through- 
out a large area of the country. 

Monsignor Frnpian. It is one of those things I mentioned in the 
beginning, that we have to try to break down and maybe it should 
begin in our churches. But regardless of what States such as you 
mentioned, Louisiana, may feel about this, there is still a fourth com- 
mandment, that we should love our parents and obey them, and one of 
the things that is part of that fourth commandment surely is that we 
should take care of them when we can. Some children cannot. They 
have the obligation in conscience, when they can, to provide that care. 

Senator Ciark. I agree with you. The other side of the coin in 
these cases which are stressed is that the first obligation of these 
people is to take care of their own children. 

Monsignor Frnpian. That is true. And I say this only where they 
can, and sometimes they can. 


HOMEMAKER SERVICES NEEDED 


Secondly, we feel that there are some older people who could very 
well stay in their own homes, not their children’s homes but their own 
homes, if they had a little bit of help from the outside. There is the 
housekeeper service which we have tried to make available to some 

eople and we find that by sending a worker in, not a social worker 

ut a woman who would do a little bit of housework, perhaps clean- 
ing, shopping, and so forth, 1 or 2 days a week, that we are able to keep 
an aged couple in their own homes. They do not want to leave their 
homes. As one of the other panelists said, people have pride and if 
they can stay in their own homes, so much the better. And this kind 
of service where we have applied it—it is limited—it has helped to 
keep people in their own homes. 


NURSING HOMES 


We find a third class of people who, even with housekeeper service, 
because they are forgetful or too feeble to care for themselves, might 
need something other than could be given to them in their own homes. 
And if I might mention here, since the subject of nursing homes was 
brought up before, these people might be the kind of people who be- 
long there. 

Our chief complaint with nursing homes in our area is not so much 
that they are not good, most of them are good, but that they are be- 
yond the economic range of most of our people. We do not dare to send 
the people who come to us at the Catholic charities to a nursing home 
because they do not have the wherewithal. 

Senator Ciark. What is your own view about whether we should 
encourage the continuation and development of nursing homes which 
are run for profit? 





THE AGED AND THE AGING IN THE UNITED STATES 61] 


Monsignor Finpian. I think, Senator, that we need nursing homes, 
and maybe it is idealistic to say this but we need nursing homes that 
are going to be made available financially to people who need the 
care. What is the use of having nursing homes if the majority of our 
people cannot use them? I feel that nursing homes are fine. Many 
people can pay. But the vast majority of “people who come to an 


agency such as ours cannot go to nursing homes which charge them 
three or four hundred dollars. 


FINANCING SERVICES FOR AGING 


Senator CiarKk. This four-point program you have outlined I think 
is very interesting and very sound. How are we going to pay for it? 
] can understand if you say, “That is your problem, Senator, not 
mine.” But I would like your help. 

Monsignor Finpian. Well the parents in their children’s homes 
would probably have, hopefully, some social security pensions rae so 
forth. The children should be expected to help them financially 
well. 

Senator Ciark. I think it is on points 3 and 4 that the financial 
problem comes in. 

Monsignor Frnpian. The fourth one, if I might mention that, are 
those aged who really need custodial care, full nursing care, and that 
isagreat problem. How to doit, that isa problem. 

Senator CLark. The thing that concerns me, having been in local 
government for a while myself and been on the fringes of State gov- 
ernment, is I know the enormous difficulty—and I am sure Mayor 
Gallagher would agree with me—in getting more money at the local 
level through the property tax and the w age tax to do a really first- 
class job in ‘the health and welfare field. I think most of our Pennsyl- 
vania cities, certainly Pittsburgh and Philadelphia, are doing a far 
better job than most, os the field is almost unlimited as tow hat addi- 
tional you should do. I do not see the tax source coming to do it. 
Nor do I see it at the State level. 

We have had two Governors in a row, Governor Leader and Gover- 
nor Lawrence, begging for more money at the State level for a num- 
ber of different very worthwhile services, including expanded health 
and welfare services and the whole mental health | program, a reluc- 
tance, indeed an unwillingness on the part of the legislature, which pre- 
sumably is reflecting the views of the constituents back home, to impose 
the regressive sales taxes and taxes which might well drive businesses 
out of the State which are necessary to provide the money. So I am 
personally a little bit pessimistic about the hope of much additional 
physical help there. So everybody turns to the Federal Government 
and even that pit has gota bottom. Those of us who think the Federal 
Government can do more than it has are constantly being subjected to 
the charge of being wildeyed spenders or Socialists of some sort. 

So I turn to the witnesses for an answer. Should we persist in 
putting the Federal Government into this or how should we handle it? 

Monsignor Finpian. I do not want to put the Federal Government 
into it. I think these things, if possible, should be handled locally. 

Senator Crark. We all agree with “if possible,” but is it possible? 

Monsignor Finpian. I think it is possible if we put a great deal of 
emphasis on the first two points I mentioned. I think a lot of older 
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people are financially a burden on the taxpayer because of the selfish- 
ness of their own family, and secondly with some of these less costly 
aids to keeping them in their own homes and housing projects, honse- 
keeper service for example, maybe the terrific burden which is found 
in giving them custodial care in our big institutions would not be so 
bad. That is not a solution. But it lessens the problem. 

Senator Crark. Thank you very much, Monsignor. 

At this point, your formal statement will be made a part of the 
record. 

(The prepared statement of Monsignor Findlan follows :) 


PREPARED STATEMENT OF MSGR. JOSEPH G. FINDLAN 


Providing care for aged people is a task which is increasing in scope. 
Unless new programs and new and expanded facilities can be provided, our 
ability to meet this problem will become ever more difficult. Under present 
conditions there is little we can do immediately for those seeking our help. 
Limited capacities and long waiting lists have slowed entrance of people to our 
institutions. 

In the diocese of Pittsburgh we have five homes for the aged caring for about 
400 women and 225 men. Eighty of the women are chronically ill. Three of the 
homes care for some Married couples. 

In these homes the programs vary somewhat, but in general the efforts of 
personnel is to make living as little as possible a strictly institutional thing. 
In the home for chronically ill women, rehabilitation of patients is attempted. 

In Allegheny County we are providing housekeeper service for aging people 
who, with help in shopping, cleaning, cooking, and the like, are enabled to remain 
in their own homes. This same service has helped make several older people 
eligible for public housing. 

We need nursing homes for those who need bed care, but for whom such care 
cannot be provided in their own homes. There are not enough such homes, and 
those that do exist are usually too costly for most people. Admittedly, nursing 
care is expensive, but when such care is priced beyond the capacity of many 
to pay, then for this group the care can be said to be nonexistent. 

There are not enough, and perhaps never will be enough institutions to care 
for the aged. However, we do not feel that institutions afford the only solution 
to the problem of care for older people. In a sense, there are four possible areas 
available for caring for the aged. 

(1) With their families—sons, daughters. Children have a moral responsi- 
bility to care for their parents where this is possible. Perhaps this responsi- 
bility has to be restated and restressed. Many aged parents are excluded from 
their childrens’ homes for weak or selfish reasons. 

(2) If continued living in their own homes can be made possible for aged 
persons by housekeeper service, this service should be made available. As men- 
tioned above, this form of assistance is a kind of prop to shore up what otherwise 
would be a disintegrating household. 

(3) Some aged people need institutional care because of mild senility, forget- 
fulness and general inability, even with some assistance, to care for themselves 
in their own homes. 

(4) There are still others who need more than mere custodial care; these 
require full nursing care. It should be available even for those who cannot 
pay for it. 

The care of the aged is becoming more pressing because more people are be- 
coming aged. There is no reason for discouragement, however. With zeal. fore- 
sight, and cooperation, our people can solve this problem just as they have solved 
many others. Under the guidance and with the assistance of religious, social, 


and government agencies, we can give the decent, kindly help to that part of 
our population which simply because of the disabilities of advanced years can- 


not fully maintain itself. As human beings created to the likeness of God they 
deserve our best efforts to aid them. 


Senator CrarK. The Reverend Chester A. Holmquist. 
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STATEMENT OF REV. CHESTER A. HOLMQUIST, EXECUTIVE DI- 
RECTOR, LUTHERAN SERVICE SOCIETY, PITTSBURGH, PA. 


Reverend Hotmauist. I appreciate this opportunity, especially if it 
might arouse interest in the local community, particularly the churches 
of the different religious groups, synagogues, and all of the different 
groups that can do something on a volunteer basis in many of the areas 
where there is particular need. 

[ am an executive of a church agency which has several caseworkers 
who deal with problems of older people daily. I talked to my staff 
and asked them, “What do you think I should say at this hearing ‘” 
Besides the obvious things—need for more money and need for housing 
and health and care—these are the kinds of things that obviously are 
important. We have to continually talk about them. The staff 
pointed out five areas that they thought were of concern but that are 
not perhaps given the kind of attention that they should get. 

The first one, certainly, is loneliness. 1 would like to spend a few 
minutes talking about loneliness after I say briefly that the other four 
are matters that perhaps we can do something about. 

Facilities for care of the marginal older person: We find it would 
often help us in assisting a confused older person who is not a serious 
mental case but must have assistance. He is not physically ill. He 
cannot be admitted to a public hospital. The commercial nursing 
home will not take him. We cannot find a housekeeper. Sometimes 
we throw up our hands because we do not know just what to do with 
the individual. 

Second, preventive service for those older people whom we often find 
in shales living conditions. They need help in getting out of 
those conditions into more adequate living conditions. 

Third, the foster home—and I may seem to be here talking about 
the kinds of things that we once discussed in relationship to care for 
children, such programs as foster homes and well-baby clinics and 
preventive services. I think services for the aging relate pretty 
closely in many ways to the kind of services that have been developed 
for children in our communities. The foster-home idea is an excellent 
one if such homes have proper supervision and if there are the kind 
of workers that can help the people in the foster family, to relate to 
each other. There is a very J ofnite emotional relationship that. has 
to exist among these people. 

Fourth, the need for geriatric clinics, outpatient clinics that are like 
well-baby clinics. These could do much in preventive medicine, help- 
ing older people before they become so ill they need specialized Kind 
of help. 

Senator CLark. It is very interesting to me, at least, Dr. Holmquist, 
that you, presumably preparing your testimony independently, have 
just about come up with the same problems and the same answers as 
the witnesses on the earlier panel, which throws me back to the same 
problem, problems which I raised with them: (a) How are you going 
to staff these facilities and () who is going to pay for them? 

43350—60—pt. 3——4 


S 








414 THE AGED AND THE AGING IN THE UNITED STATES 

Reverend Hotmeutst. This is a tremendous problem. We need 
more concern about developing people who can work with older per- 
sons, not necessarily in specialized programs only. This is generic 
in social work. At the same time there are particular kinds of prob- 
lems that arise as you work with older people. 

Senator CLark. But the career is so full of punishments and has so 
few rewards other than spiritual reward that the problem of recruiting 
enough people able to fill the need is a very severe one, is it not? 

Reverend Hotmautist. It is a very crucial one and is being attacked 
at all levels. Our church is very concerned about this, proper train- 
ing of these people, recruitment, and having them remain in social 
work after they have been trained. It is something we have to con- 
tinue working at and it cannot be solved in the next 10 or 20 years. 

Senator CLtark. The same problem exists in respect to the teaching , 
profession. I suppose there are enough politicians but I think Con- 
gressman Holland would agree with me there are not enough good 
ones, nuclear scientists, all the way across the board. We have created 
a civilization we seem to have difficulty in staffing. 

Reverend Hotmeautst. It is a slow process. But if we do not begin 
now we will never find an answer to it. 

Senator CiarK. In the meanwhile you can make an awfully good 
living manufacturing and selling cigarettes and liquor. 

Reverend Hotmquist. No comment. 

I think the major concern I have this morning is this matter of lone- 
liness. We find so many people who are lonely. They are lost. 
They are literally isolated from the stream of life, the emotional and 
spiritual stream of life, not having contacts with other people. Often 
these people have sufficient income for adequate maintenance and are 
getting along as far as health and housing is concerned, but not in 
terms of meaningful activity. 

Senator CLarKk. To some extent we have to admit that this must be 
a problem for the individual. One must develop some resources with- 


in oneself rather than requiring the community to come and provide 
a game of checkers. 


MEANINGFUL ACTIVITY 


Reverend Hoimaquisr. Not checkers. This is not a meaningful 
activity. It goes back to attitudes, attitudes and feelings we have 
within our communities. I feel the church has a tremendous oppor- 
tunity as well as a challenge to change the attitudes of people, to teach 
that the aged are people with the same kinds of needs as other people— 
to be useful and wanted and loved. This we have not done. It seems 
to me that the church has a tremendous reservoir in the individual 
congregations of people with a warmth of fellowship, a dedication. 
They have to be mobilized to help the older people in the community, 
not just those of their own faith but those in the community, to ways 
of living that are meaningful. I 

It seems to me, basically, we need better, more efficient cooperation 
and coordination between local churches, organizations, volunteer or- 
ganizations of the community, as well as the local governmental facili- 


ties to establish some kind of a more complete program of activities 
for older people. 
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Senator Ciark. You are familiar, I suppose, with the work of the 
Children’s Bureau; are you not? 

Reverend Hotmauist. Yes. 

Senator Ciark. Do you think there ought to be a bureau for older 
persons ? 

Reverend Hotmeutst. In the Federal Government ? 

Senator CuarK. Yes. 

Reverend Hotmeuist. I am not sure I feel this way. I think this is 
basically a local community program. Too often we wait for some- 
body outside to tell us what to do. We had a program started here 
several years ago, but unfortunately the activity program was dis- 
rupted by a restudy of our health and welfare association. The hobby 
show and Golden Age club meetings on a citywide basis have great 
possibilities. I think this kind of program, minor perhaps in terms 
of the greater complexities of things, 1s a beginning. 

Senator Cuark. Thank you very much, sir. 

At this point, your formal statement will be made a part of the 
record. 

(The prepared statement of Reverend Holmquist follows:) 


PREPARED STATEMENT OF REv. C. A. HOLMQUIST 


As the executive of a church agency which deals daily with older people, in 
case-work and group-work programs, I could write at length on problems of these 
older people citing the obvious and grievous needs they have in the areas of 
income, maintenance, housing, health, care, ete. I am certain, however, that 
these needs will be discussed and suggestions given concerning ways of meeting 
these needs by others more competent than I. My concern, at this point, is to 
highlight five areas of concern that seem to my staff to be of great importance 
to older people but seldom are accorded proper attention. 


1. LONELINESS 


We have found many older people who are lost and lonely. These people are 
literally isolated from the stream of life. They may have sufficient income for 
adequate maintenance and may be physically sound but have been cut off from 
meaningful activity and the opportunity for a useful life. The clubs that exist 
in our community are just touching a few of the thousands of older people who 
need purposeful activity for many hours of unoccupied time. Day centers or 
lounges more adequately meet this specific need but there must be more of 
them with more satisfying programs. It is our feeling that we could help 
meet some of the irritating and more serious problems of older people if we 
could work with them in a group-work setting. We feel that there must be 
coordination and cooperation between local churches, other organizations, and 


the local government to establish a more complete program of activities for 
older persons. 


2. FACILITIES FOR CARE OF THE MARGINAL OLDER PERSON 


Our workers report that we are often practically helpless in assisting the 
confused older person who is not a serious mental case but is not able to live 
without assistance. Usually this person is not physically ill and cannot be 
admitted to the public hospital. Commercial nursing homes will not accept 
such a person and even if such a home could be found, in most instances they 
are too expensive for an individual living on a pension or social security. It 
is practically impossible to find a housekeeper or a home companion for such 
a person at the rate it is possible to pay. This becomes a complex problem 
because of inadequate income, inabality to make decisions, and the inability 
of the family to give adequate support. 
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8. PREVENTIVE SERVICES 


We have talked a great deal about preventive services for children. Our 
workers have found a number of older people who are living in dwellings and 
in conditions that are deplorable. Often their way of life endangers not only 
themselves but that of the community as a whole. This is true particularly of 
the older person who is mentally retarded. There should be a governmental 
service with enforcement powers prepared to move in when the older person 
is no longer able to care for himself. This provision may be implicit or even 
explicit in certain ordinances of the community but it has not been carried 
through as it should be. 

4. FOSTER HOMES 


There will be today considerable discussion about housing needs on all levels 
of the individual’s particular requirements. One of the ways of meeting par- 
ticular needs of an individual is through the foster home placement of that per- 
son. The foster home for older people is analogous to foster homes for children 
where it is more than a board-and-room basis. There is implicit in the foster 
home an emotional relationship between the family and the older person. In 
order to effect such a relationship there must be careful screening of foster 
homes, even as with child placement, and continual supervision of such homes. 
It is our belief that such placements are possible but are satisfactory only if the 
selection of homes and subsequent relationship with the client and the family 
are carried through by a trained, skilled person. 


5. GERIATRICS CLINIC 


We feel that outpatient medical programs for older persons are badly needed. 
We find so many persons who are not physically ill but who do need care and 
attention. We feel that much serious physical illness could be prevented if 
there were clinics available for older people just as there are well-baby clinics for 
*hildren. 

, These are only a few of the more grievous problems we have encountered that 
are symptomatic and illustrative of the particular needs of older people. Thank 
you for your kindness in permitting me to bring these matters to your attention. 

Senator CLark. Congressman Holland, I think you had a question, 
did you not? 

Mr. Hotianp. I want to address the monsignor. 

Do you not think one of the reasons why we have not been able to 
have the family keep the parents is that now we are dwellers in apart- 
ments and small houses and we have changed from the farm we lived 
in and large houses ? 

Monsignor Finpian. That is certainly one of the things which in 
our culture has made it difficult, but I still feel that there are many 
places where that is not true. There may be other children who have 
six or eight children of their own and physically would not be able to 
offer care but I think the whole attitude of our people ought to be 
stirred up to give them the realization that this is their problem first 
of all, this is not the community problem, and if children would pick 
up that part for which they could and should be responsible, then 
maybe the rest of us, the community and so on, could deal with that. 

Senator CrarK. Mr. Robert Hiller. 


STATEMENT OF ROBERT I. HILLER, EXECUTIVE DIRECTOR, 
UNITED JEWISH FEDERATION OF PITTSBURGH 


Mr. Hirer. As with the speakers before me, I am very pleased to 
be asked to speak here today, Senator. I think that from the stand- 
point of the organization that I represent, it is slightly different from 
the other two gentlemen on the panel. Ours is a planning and fund- 
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raising agency for the Jewish community that supports some 34 
services. 

One of the problems that we have been particularly interested and 
active in is this whole question of service to the aged. We approach 
this on the basis of the range of needs within the population that we 
serve, and in the prepared material I have submitted to you I have 
briefly described the various approaches to service based on need that 
we have found in our community. We are currently undertaking 
further study in this area. We made a fairly extensive study about 5 
years ago. 

Rather than recite the types of services in the printed material, I 
would prefer just commenting briefly on two or three of the gaps in the 
service which we feel are important and bear further consideration. 

The previous panel spoke at length about this question of residences 
for the aged. This is one of the problems that concerns us, in the 
sense of finding a suitable type of residence, in the stream of com- 
munity living,within the financial means of the largest aged group, 
free of the symbols of sickness and closely tied to the other services 
in the community that will make it possible to maintain an individual 
inthecommunity. This is our major concern. 

We always have to look at the end of the range and though there 
were some interesting comments made previously about the desire to 
find ways of cutting down and possibly eliminating institutions that 
may be a last stop for the aged person, we find that you have to plan 
for the full range and that many people ultimately are unable to be 
cared for in their homes and ultimately end in an institution. We 
therefore believe that this institution should be one that is medically 
oriented and extremely capable of taking care of what you had pre- 
viously called custodial or domiciliary-type patients. And it is in 
this area that we have also expended a good deal of energy and com- 
munity funds as the last step in a long range of services. 

Thank you. 

Senator Crark. Thank you very much, Mr. Hiller. 

At this point, your formal statement will be made a part of the 
record. 

(The prepared statement of Mr. Hiller follows :) 


PREPARED STATEMENT OF RoBertT I, HILLER, EXECUTIVE DIRECTOR, 
UNITED JEWISH FEDERATION OF PITTSBURGH 


The United Jewish Federation of Pittsburgh (UJF) is a contributors’ and 
agency (34) controlled organization whose principal duties are acquiring and 
spreading information on welfare needs, planning to meet such needs, coordinat- 
ing service of its agencies, campaigning for contributions to implement plans, 
reviewing budgets of participating agencies, and disbursing funds to such agen- 
cies. The UJF serves the Jewish population of Greater Pittsburgh as its cen- 
tral planning and fund raising agency and participates with the planning agen- 
cies serving all of Allegheny County. Within this broad responsibility, the UJF 
has been concerned with the problems of the aging and aged for a number of 
years. In 1953, a comprehensive study was done by the UJF to determine gaps 
in service and to set forth plans to better serve the aged population in our 
community. As a result of this study several new services were created and 
other plans for better use of existing facilities were implemented. Because 
of the changing needs of the aged, the UJF is currently considering another 
study to evaluate the past 5 years of service and to lay the course for meeting 
needs that now appear. The service to the aged, which will be described here- 
in, will be presented in three main categories, though it should be made clear 
that there is an interrelationship from one category to another. 
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i. PERSONNEL SERVICES DESIGNED TO KEEP THE INDIVIDUAL AN ACTIVE PART OF THE 
COMMUNITY 


(a) The Jewish Family & Children’s Service has developed and is in the 
process of continued development of a department for the aged. With two 
trained case workers, the agency serves as a counseling and as a referral cen- 
ter for the aged. The staff workers meet with aged persons, both in the office 
and in the home of the client, to help them deal with whatever problem may be 
eonfronting them. The type of problems most generally found by the workers 
are economic, health, relationship with family, loneliness, and lost of self- 
esteem. 

The workers also devote several hours each week in three recreation centers 
for the aged (Irene Kaufmann East End Center, Irene Kaufmann Squirrel Hill 
Center, and National Council of Jewish Women’s Lounge) so that they will be 
available to the aged persons participating in these group and leisure-time 
activities of the various centers. 

The agency offers a housekeeping service which is designed to help an aged 
couple or individual through a crisis period due to illness or injury. The, 
housekeeper will give service to as many as 20 families or individuals in a 
week. The housekeeper will help the family maintain itself by seeing to it that 
shopping is done, that the house is kept in order, and that the physical require- 
ments of the individuals are being met until such time as the crisis has been 
resolved. 

The agency has attempted to develop a boarding-home program; however, at 
this time no successful results have been achieved in this area. 

The agency finds that at present there is an increased demand for its various 
Services and that in all likelihood it will require additional staff, both casework 
staff and housekeeping staff, to meet the needs in the future. 

(6) The United Vocational & Employment Service deals, in part, with prob- 
lems of vocational training and prevocational training for the handicapped. In 
this connection the agency has served in the past year approximately 75 indi- 
viduals 60 years of age and over. About half of the service that it has rendered 
to this age group has been Jewish aged, since the agency, though under Jewish 
auspices, serves the total community. The need expressed by aged persons 
coming to the United Vocational & Employment Service generally falls in the 
category of the aging individual who has had a physical illness and finds that he 
eannot return to his former job. The agency has had limited success in voca- 
tional evaluation and in job placement with this group. It finds that this is a 
most difficult group of individuals to place because of two main reasons: (1) 
The lack of retraining facilities in the community, and (2) the difficulty in being 
able to obtain employers to accept a new aged employee. A good deal of the 
resistance in this area, the executive of the agency advises, is due to the fact 
that an employer is penalized by high-cost fringe benefits in hiring an aged 
person. The agency also expresses a concern for the need of what it calls coun- 
seling for retirement. This has to do with the problem confronting an individ- 
ual who is about to retire and who has made no plan or is not aware of the 
problems that he will face in retirement. The agency has done some work in 
this field and with its limited experience finds that this is a most helpful area of 
service to the aged. 

(c) In the category of personal services designed to keep the aging individual 
in the community, mention must be made also of the outpatient medical services 
offered by the Montefiore Hospital. Due to limited income frequently found in 
the aged group (about which there will be more said later) outpatient medical 
services fill a need in medical treatment. This service offered by the Montefiore 
Hospital is, of course, offered on a nonsectarian basis, and the major use of the 
service is by the general community rather than the Jewish group. 


2. LEISURE-TIME AND GROUP-WORK ACTIVITIES TO KEEP THE INDIVIDUAL 
OCCUPIED AND INTERESTED 


(a) The Irene Kaufmann centers in Squirrel Hill and East End have devel- 
oped various programs in which there are approximately 300 aged persons 
registered. Special facilities have been set up and are open Monday through 
Thursday and on Sunday afternoon. The programs are designed specifically 
for aged persons and cover the following subject material: A cultural art series; 
health and body care; physical exercises to keep the aged healthy; a charm 
school ; a music series ; special movies of interest to older persons. 
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(0) The Irene Kaufmann centers also conduct a summer camp for 10 days for 
aged Jewish persons and last year 100 availed themselves of this opportunity. 
(c) The National Council of Jewish Women conduct a golden age lounge 
daily with an attendance of approximately 85 per day and 200 to 300 in attend- 
ance at mass affairs. Card playing, bridge, and other games are carried on. In 
addition, mass activities, such as folk dancing and bingo, are conducted weekly. 
The aged persons have self-government and determine their own programs. 

(d@) The Young Men & Women’s Hebrew Association conducts an aged pro- 
gram once a week in which about 70 persons participate. This is conducted as a 
club with a club leader and the group determines its own activities from week 
to week. 

(e) A citywide committee on recreational needs of the aged conducts various 
holiday parties as a mass activity to which all aged persons are invited and as 
many as 300 to 400 persons participate about 4 times a year in these events. 





3. 






INSTITUTIONAL SERVICES TO MEET THE HEALTH NEEDS ; CARE OF CHRONICALLY ILL; 
DOMICILIARY AND CUSTODIAL CARE 


































(a) The Jewish Home for the Aged at Pittsburgh is an institution that covers 
more than a half century of service. At the present time it has bed facilities 
to accomodate 420 residents. This current capacity was arrived at by two addi- 
tions to its current facility that was erected in 1933. In 1949, 2 floors were 
added to accomodate 110 additional beds, and in 1957, a new wing was completed 
to accomodate 162 additional beds. 

Currently, a majority of the residents are chronically ill and require constant 
medical and nursing supervision. The average age of residents at the Jewish 
Home for the Aged is 77 years. Mr. Leon Kalson, executive director of the 
Jewish Home for the Aged, indicates that annually, for the past 15 years, it has 
been found that more and more of the residents need constant medical and 
nursing care, as well as increased need for physical therapy. The home maintains 
its own staff of physicians, voluntary consultants from the Montefiore Hospital, 
24-hour nursing service, and medical and health technicians. 

As of this writing, the home has 405 residents with an application list currently 
being reviewed that will bring this institution to its full capacity probably within 
the next few months. 

The executive of the home indicates that one of the major problems that con- 
stantly confronts the institution is the fact that residents who are on socia. 
security are able to pay only about one-third of the actual per capita cost; this, 
by the way, being only for the ambulatory rate. Where there is intensive 
nursing care and funds from other governmental sources are available, even in 
these cases only about one-third of the actual per capita is being met. This 
means that private philanthropy must subsidize both cases that receive social 
security and/or old-age assistance grants. 

With the aged population living longer and with the increase in the number 
of chronically ill, the community, in general, and the Jewish Home for the 
Aged, in particular, is faced with a critical problem of again having to con- 
sider the possibility of increased facilities. 

Due to the fact that there is a substantial increase in the number of the 
chronically ill in the Jewish Home for the Aged, the whole question of service 
to ambulatory aged who require some type of protective environment confronts 
the Jewish community. There appears to be an in-between step in the range 
of service between the aged person who can be maintained in the community 
and the chronically ill aged person who requires the care of a facility such 
as the home for the aged. 

(bv) The Montefiore Hospital plays an important role in the services to the 
aged in the Jewish community. Its facilities are made available to the home 
for the aged and to the other agencies for immediate acceptance of acute ill 
eases. The major problem confronting Montefiore Hospital, however, is the lack 
of available bed space. The hospital operates at a capacity beyond which it 
should in order to assure necessary bed space for emergency cases. In this 
connectivn, Montefiore Hospital has pioneered in the Pittsburgh metropolitan 
area with a medical home care program (the committee has had a specific report 
from the director of this program on its concept and operation). The home 
care program, dealing with chronically ill, does affect the aged population in 
this category. Montefiore Hospital has demonstrated the validity of this type 
of service in dealing with certain kinds of chronic illness, when the home situ- 
ation permits treatment and care. It appears that a much broader use of this 
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type of service might make possible treatment to individuals who would nor- 
mally occupy hospital beds at a smaller cost and in the home environment. 


Gaps in service and apparent problems 


The well aged may function for himself, but unless he has adequate — il 
resources, his problems become more and more difficult on limited social security, 
retirement income, or old-age assistance. A primary problem is the problem of 
marginal living in an economy that has constantly shown an upward cost of liv- 
ing. Our aged have dignity, but it becomes more and more difficult with limited 
financial resources to maintain the dignity that society desires for its senior 
citizens. This is so vividly pictured by a very simple example. The aged indi- 
vidual who merely desires to utilize the recreational services of the community 
and who, by chance, may live 10 or 12 blocks from one of our centers must 
hike this distance or he must think twice about the 50-cent carfare needed for 
the roundtrip. This is only the simplest example, but the problems range from 
inadequate housing to cost of medical care, which become more and more diffi- 
cult on the marginal income. Government should determine the best methods 
of securing to our aged population a decent standard of living. : 

The well aged person indicates his great concern for his health. We have 
not as yet developed the facilities for normal communal living that has super- 
vised, built-in resources that can be put to use when the health of the individual 
fails. What appears to be a gap is a residence, in the stream of community 
living, within the financial means of the aged, free of the symbols of sickness, 
but with supervision to step in when breakdown occurs. This requires not only 
planned residence, but close working relationships with hospital, medical serv- 
ices, visiting nurse, visiting housekeeper, and institutional services for the 
ehronically ill. 

In the area of illness, the whole question of lack of long-term hospital care 
for the financially responsible individual who is treatable and who can be 
rehabilitated and returned to community living has not been solved. This 
requires new and different hospital facilities and an approach to the long-term 
patient not now available in our community. 

The most striking problem that comes to the community’s attention is the 
problem of the chronically ill. This problem has several ramifications. The 
problem of financing the care of this type of person is extensive. With social 
security and old-age assistance grants meeting only one-third the per capita 
cost of voluntary institutional care for the chronically ill aged, we are con- 
fronted with an ever-increasing demand for more funds for the institution. It is 
true that there are other approaches to the care of the chronically ill, such as the 
proposed home care program. However, with the number of chronically ill 
aged ever increasing, even with the creation of new programs, the institution 
will still require not only additional capital outlay, but also increased resources 
for maintaining this type of service. Government, State, and National might 
well reassess its level of responsibility. 

In conclusion, our general approach has been and will be intensified in all 
likelihood in the future to keep the aged and aging citizen in the mainstream of 
community living. We do, however, have to provide the services and facilities 
that must be available when the individual no longer can function totally inde- 
pendently and needs a supervised home environment. So that the problem con- 
fronting the Jewish community is no different than that confronting the total 
community, and it includes rot only increased financial resources but also a well 
organized community program to meet the needs of the senior citizens. 


Senator Crark. I wonder if either of you two other gentlemen 
would care to comment on either what Mr. Hiller has said or what 
your other colleague on the panel has said ? 

I think the role being played by the religious groups in the commu- 
nities has been clearly ‘set forth, but I do not want to cut you off. 

Reverend Hormauist. I am appreciative of Dr. Kraft’s remark 
about the Christian community. I want to add that both the Chris- 
tian and the Jewish community have shown a concern for these people. 
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But I do want to speak of the New Testament which tells us to present 
our bodies as a living sacrifice and to love our neighbor. 

I doubt very much if we really sacrifice in helping other people in 
terms of tax burden and volunteer giving. The money must come 
from people on a sacrificial basis because they love their neighbor. 

Senator Crark. I think you are quite right, but to what extent can 
we rely on that, being volunteer, and to what extent, if we are to get 
the job done, do we have to get the money out of taxation? On this 
I have no fixed conclusion but only a sense of despair. 

Mr. Hitter. I believe that a hearing such as this might serve as 
an emphasis for what I see as a joint effort. This is both a govern- 
mental responsibility and a volunteer responsibility. And we talk in 
growing terms about the cooperation that we find between govern- 
mental agencies and volunteer agencies but I think that what you are 
looking for and what appears evident here is that we have to find a 
better means of working out together whose responsibility it is in each 
step of the way and I think that this can be worked out. We have seen 
it in other programs and I think in this area this is definitely possible 
with sound planning at the local level involving Government agencies. 

Senator Crark. Thank you very much. 

Monsignor, would you care to add anything ? 

Monsignor Frnpian. No; thank you. 

Senator Ciark. Thank you very much. The committee appreciates 
your testimony. 

Senator CLiark. Now we will hear from Mr. William L. Batt, Jr., 
secretary, Department of Labor and Industry, Commonwealth of 
Pennsylvania; Mr. Harry Block, secretary-treasurer of the Penn- 
sylvania CIO Council; in addition, we have Mr. Elliott M. Shirk, 
executive director, Pennsylvania Fair Employment Practice Com- 
mission. 

Mr. Shirk, we are happy to hear from you, too. 

We also have Mr. Elias S. Cohen, commissioner, Office for the 
Aging, Commonwealth of Pennsylvania, and Dr. Regis F. Downey, 
of Mayview State Hospital. 

Gentlemen, will you all please come forward. 

Now weare short a witness. Dr. Downey is not present. 

I guess, on the basis of seniority or what not, in deference to your 
bald head, Mr. Batt, we will call on you to open up the gathering. 


STATEMENT OF WILLIAM L. BATT, JR., SECRETARY, DEPARTMENT 
OF LABOR AND INDUSTRY, COMMONWEALTH OF PENNSYLVANIA 


Mr. Barr. Thank you, Senator Clark. 

The Governor was very sorry that he could not speak, Senator, and 
so I am going to present his testimony. 

Senator CrarKk. I would like to ask that the record would show at 
this point that the testimony of Governor Lawrence, which I have 


before me, be printed in full at this point. To me, it is very stimulat- 
ing and interesting. 
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(The prepared statement of Governor Lawrence follows :) 


PREPARED STATEMENT OF Gov. Davin L. LAWRENCE 


Mr. Chairman, on behalf of all the people of Pennsylvania, I wish to thank 
you for scheduling hearings in Pennsylvania, thereby giving our citizens an oppor- 
tunity to be heard on this important subject. 

Pennsylvania’s problems with regard to aging are no different from those of 
other States, I am sure. I know that you have the statistics with regard to 
numbers, income, and the like, and, therefore, I will not repeat them here. Suffice 
it to point out that we have a slightly higher percentage of persons over 65 than 
the national average and that we have, because of our high proportion of labor- 
surplus areas, unusually high numbers of unemployed persons over 45. 

This last factor was demonstrated rather dramatically not more than 10 days 
ago, as you know, Senator Clark, because you were there, when members of the 
Special Committee on Unemployment Problems of the U.S. Senate conducted 
hearings in Uniontown. Virtually every unemployed person to whom you talked 
mentioned the fact that he was considered too old by many employers. One was 
as young as 33 years. 

These men wanted to work. They were heaithy. They were good working- 
men. But they were unable to find employment. 

Not one of the men to whom you talked in Uniontown had reached the age 
of 65. But we can be sure that their financial problems will continue for many 
years beyond the age at which they become eligible for old-age insurance. They 
will reach the age of 65 without savings, without resources of any kind. They 
will reach 65 without any private pensions to supplement their sure-to-be-meager 
payments from the social security system. 

This example serves to spotlight the basic problem of old age in Pennsylvania. 
It is very simply a lack of money. Insufficient income in one’s later years is not 
only a problem in itself for many older people, but it is the major factor handi- 
-apping our attempts to deal with the other problems—problems such as declining 
health, inadequate housing, and nothing to do. 

We sometimes speak too easily about peripheral problems, and we use nice 
sounding phrases such as “meaningful leisure activities,” and of course, these 
are problems for some. 

But too often they mask the root problem, which, precisely because it is real, 
doesn’t need a fancy phrase. Itis “no money.” 

The old man sitting on a bench along the main street may look as if he has 
nothing to do, but the chances are he may be quite busy worrying about how to 
pay the doctor, how to pay the rent, and where he’s going to get the money to pay 
the grocery bill. 

Our social security system, as fine as it is, is not good enough. Making it work 
ought to be the first order of business for every person who is concerned with 
problems of aging. 

We ought to establish the following goals for the social security system and 
then give them to the actuaries to come up with details. 

First, we need to provide a steady increase in the benefits, with an eventual 
goal of 50 percent of the average take home pay in the highest 5 years prior to 
retirement, plus regular adjustments to compensate for changes in the cost of 
living. We can afford this. Let’s put our unemployed people and unemployed 
resources to work producing enough to give retired people an adequate income. 

Second, we need to provide much more liberally than at present for early 
disability retirement. Many of our unemployed older workers in Pennsylvania 
have physical disabilities which make it virtually impossible for them to get jobs 
within their capabilities, but they are not disabled enough to qualify for benefits. 
We need to get them out of the labor market. It is a fiction to pretend that they 
are really in it. 

Third, we need to provide for health benefits which will make it possible for 
older people to receive the best possible medical care. We should use the social 
security system to provide these benefits, but it would be wise to see to it that 
private insurance and medical care are preserved under such a plan. 
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Fourth, we need to provide incentives for those who are willing and able to work 
to keep on working past the age of 65. Senator Clark’s proposal to increase 
eventual benefits by a stated percentage for each year an individual continues to 
work past the age of 65 is the best way to go about this. 

Fifth, we need to develop a plan to tie private pension plans more firmly into 
the social security system so that individuals who leave their jobs will not be 
deprived of the pension benefits they have earned. Automatic computers now 
make it administratively possible to do this, and what we need is a change in the 
tax laws which will give tax benefits only to those plans which are tied in to the 
social security system. This will not only eliminate the problem of older workers 
being refused employment because they are too old to qualify for a private pension 
plan, but it will also contribute to the mobility of the labor force. 

Sixth, we need to make it easier for employers to contribute to the eventual 
financial security of their employees, and even for the employees themselves to 
do so. In this respect, a Government bond which matures only when its recipient 
reaches the age of 65, would be unusually helpful. 

In addition to these changes in the social security system, we can do a great 
deal to help assure financial independence for our older citizens by doing much 
more than we are now doing to help older workers find employment. 

In this respect, nothing could be more helpful now than a national administra- 
tion which would try to achieve full employment. This point has already been 
made by the distinguished chairman of this committee, as well as by others, and 
I want to underscore what has already been said. National full employment will 
not guarantee solution of all the problems of the aging, but it will help. 

The administration must also, we believe, work much harder than it is now 
doing in developing a program to help all disadvantaged workers, including older 
workers. 

We know that older workers are disadvantaged workers, because we can’t 
find jobs for them as easily as we can for younger workers. This chart shows 
the percentage of placements of workers over 45 as compared with the percent- 
age of workers under 45. As you can see, we consistently place a higher per- 
centage of applicants under 45. 

We measure the difference with our older worker placement index, the solid 
line on the chart. This index went up rather steadily until this year, and 
it is now dropping, an indication of the fact that the recession is not over for 
the older worker. 

To deal with this problem—as well as with the problem of other disadvantag 
workers, such as the handicapped, high school dropouts, members of minority 
groups and the like—we recommend a national employment assistance program. 
Such a program will require legislation by the Congress, containing the follow- 
ing points: 

First, a statement that it is Federal policy to provide employment assistance 
to displaced and unplaced workers so that there will be a maximum number 
of highly employable persons in the labor market. 

Second, the development of a vastly expanded program of individual counseling, 
testing, and job development on behalf of displaced and unplaced workers within 
the many public employment offices of the Federal-State program for employment 
security. 

This chart illustrates the dynamic potential of such a program. Last year 
in Philadelphia, with the help of Federal funds, we conducted a pilot project 
to see what we could do about helping older workers if we devoted as much 
time as necessary to the job. 

The results were dramatic. We placed 32.2 percent of those older workers 
who received this unlimited special attention. The control group, who were 
treated routinely, fared very badly. We placed less than 1 percent out of this 
group. 

We need more good counselors in our employment offices. We now have the 
equivalent of 80 full-time counselors serving some 100 offices—less than 1 per 
office. These must service the graduating classes of all our high schools, the 
handicapped, veterans, indeed anyone with an occupational problem. Older 
workers take their turn in line. 
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It cost us $400,000 a year to do this inadequate job. We need $1 million more 
for this purpose, and on this basis, we recommend authorization of $10 million 
to be appropriated on a national basis under the employment assistance program. 

As a part of this effort, we need to develop techniques for identifying the dis- 
advantaged worker the moment that he first files an application for work or 
for unemployment compensation benefits. Just as public health authorities work 
for early recognition of cancer or tuberculosis and then concentrate every known 
aspect of medical science to treat the disease before it becomes too far advanced, 
so too must employment security authorities work for early recognition of the 
disease of “unemployability,” and then concentrate every known aspect of voca- 
tional guidance and counseling to treat the disease before it gets out of hand. 

We also need to develop a “reemployment fire brigade.” We need teams of 
mobile specialists in our employment security program who can be dispatched 
to communities as soon as we learn that a local industry is to close down or 
have heavy and permanent layoffs. These employment catastrophes are much 
too great to be handled by the normal conrmlement in our public employment 
offices. We send special aid to communities when there is a fire, or a flood, or a 
hurricane. We must also send special aid when a cominunity is hit by mass’ 
unemployment. 

A third aspect of our national employment-assistance program is a greatly ex- 
panded national program of training for employment. Many displaced and un- 
placed workers can be brought back into the mainstreams of the labor market 
by vocational training. 

This chart shows how many disadvantaged workers were made employable 
over the past few years in Pittston in a power-sewing-machine vocational school. 
Pennsylvania is one of the few—if not the only—State in the Nation which 
provides full reimbursement to local school districts for training of the un- 
employed. We now have 30 different classes going—like the Pittston class—in 
27 different cities. We train our unemployed for jobs as welders, shoemakers, 
painters, hosiery finishers, and practical nurses. We could have more courses, 
but we are running out of money. 

About 1,000 persons are enrolled in these programs at any one time. This 
number is pitifully small in relation to the need. It ought to be 10,000. If 
we had a million dollars of Federal assistance a vear to encourage our legisla- 
ture to appropriate an additional million a year (we now spend about $350,000) 
we could reach this goal. 

Therefore, we believe that $10 million should be appropriated to the Depart- 
ment of Health, Education, and Welfare for a program of grants-in-aid to 
the various States for the establishment of programs of training unemployed 
adults for employment. 

One additional aspect of this problem is the shockingly small number of 
unemployed older persons who lack a formal high school diploma. Many such 
persons know as much if not more than the average high school graduate, but 
they cannot qualify for certain jobs without a diploma. We need to establish 
refresher courses to help them pass appropriate examinations for obtaining high 
school diplomas. 

Residents of Pennsylvania can now qualify for a high school diploma by 
passing an examination, but most of the persons who take advantage of this 
procedure are servicemen. We need to help more older workers get a high 
school diploma. 

A fourth point in our employment-assistance program is the establishment 
of a special commission with representation from management, labor, and the 
public at large to develop a comprehensive report detailing the responsibility of 
business, unions, and the Government in meeting the problems of technological 
unemployment. 

Many persons now share in the increased productivity from technological ad- 
vance. Supervisors get bonuses for devising new ways to cut the payroll. Own- 
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ers get new profits from cutting cost. The workers who are left on the job get a 
pay raise the next time a contract is signed. 

But who thinks of the poor devil who was laid off? Not the supervisor en- 
joying his bonus. Not the employer enjoying his profits. And in some cases, 
not even the union member, enjoying his better wages. 

We need to focus national attention on this problem and impress upon both 
labor and management their responsibility to deal with it realistically in collec- 
tive-bargaining agreements. It is not a problem for Government alone, but 
Government must step in to get the interested parties together to develop a sound 
pattern for the public welfare. 

Mr. Chairman, I believe that these proposals of ours—the first group for a 
more effective system of social security and the second for a national program 
of employment assistance—will go a long way in providing the kind of solid 
financial underpinning which will enable us to move forward and solve the other 
problems of old age—problems of ill health, housing, satisfying activity, and 
the like. 

We will do a lot better on all these problems with a little more leadership 
from the Federal Government. The principal material we get from the Fed- 
eral Government on aging these days can best be described as “definition of 
the problem.” We get all sorts of help in defining our problem, and then we 
are left to our own resources to solve it. 

We, in turn, pass the problem on to the communities and say in effect, “Here 
is the problem. It’s a community responsibility. Do something about it.” The 
communities take a look at the problem, and it is so overwhelming that they 
don’t know where to begin. Asa result, most of our programs only scratch the 
surface. Where the need is in the thousands, we are providing tens. Where the 
need is for something comprehensive, we are providing something superficial. 

The States are in the middle. The Federal Government tells us to do some- 
thing. The communities ask us for help. But we have many problems, and 
our tax resources are strained to the utmost. 

This is why we must seek Federal leadership. We prize our prerogatives. 
We think that we have ideas and initiative, too. But we are a part of a Federal 
system, and we naturally look to Washington to help us use our initiative in 
the most constructive manner possible. We don’t think that it is very helpful 
for Washington to tell us that we have a problem, and then to sit back self- 
righteously when we are unable to deal with it. 

Therefore, as a final recommendation, we hope that your subcommittee can 
persuade the national administration to be more constructive and more helpful 
to the States in getting at the problems of the aged with programs and action, 
not merely with booklets and speeches. 
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Mr. Barr. Thank you, sir, and I would like to present that testi- 
mony at this time, if I may. 

Mr. Chairman, on behalf of all the people of Pennsylvania, I wish 
to thank you for ‘scheduling hearings in Pennsylvania, thereby giving 
our citizens an opportunity to be heard on this i important subject. 

Senator Ciark. Let us go off the record for a moment. 

(Discussion off the record. ) 

Senator Crark. Back on the record again. 

Mr. Batt, I would appreciate it if you would summarize Governor 
Lawrence's testimony, with the understanding that all members of 
the committee and of the staff will read it before we come to make our 
report. I ask you todo that only because of the shortness of time and 
the many witnesses we have to hear today. 

Mr. Barr. I would be happy to do so. This invitation to us to 
speak, Senator, could not have come at a more fitting time, because as 
you know, 10 days ago we were down at Uniontown and virtually 
every unemployed person to whom you talked mentioned the fact 
that he w: as considered too old for many employers, and that included 
one man who was 33 years old. 

Senator Crark. I want the record to show that the testimony to 
which the secretary refers was taken by the Special Senate Commit- 
tee on Unemployment, which held a hearing in Uniontown, Pa., about 
a week ago today. 

Would you continue, please, Mr. Batt? 


INADEQUATE INCOME 


Mr. Barr. On the problem of adequate income, it seems to us that 
the basic problem of old age in Pennsylvania, Senator, is simply a 
lack of money. Insufficient income in one’s later years is not only 
a problem in itself for many older persons, but a m: vjor factor which 
handicaps our attempts to deal with other problems of older people, 
such as inadequate housing, poor health, and nothing to do. 

Too often these peripheral problems have obscured the main prob- 
lem which is inadequate money. 

It seems to us that our social security system, as fine as it is, is not 
good enough. 

Senator CLark. You are talking about inadequate money in terms 
of income of the aged and aging, not in terms of funds for the social 
agencies to deal with the problem ¢ 

“Mr. Barr. The two are closely interrelated, but I am talking pri- 

marily in terms of inadequate income for the aged and aging. 

It seems to us we ought to expand our social security system and 
make it work better. We should establish the goals and then give 
them to the actuaries to come up with the details. 

43350—60—pt. 3——5 
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First, we need to provide a steady increase in benefits, 50 percent 
of the average take-home pay in the highest 5 years prior to retire- 
ment, plus adjustments to compensate for changes in the cost of 
living. We can afford this if we put our unemployed people and 
unemployed resources to work and increase the national product 
proportionately. 

Secondly, we need to provide much more liberally for early dis- 
ability retirement. 

Senator Crark. You say the steady increase of benefits. You are 
speaking of social security ¢ 

Mr. Barr. Right. 

Senator CLtarKk. Those would be contributions by the employees and 
by the employers, would they not ? 

Mr. Barr. Right. 

Senator CLark. So that would not be, in essence, a governmental 
charge, as such ? 

Mr. Barr. No, sir; you are quite right. 


DISABILITY RETIREMENT 


Second, we need to provide more liberally than at. present for early 
disability retirement. Many of our older workers have disabilities 
which make it impossible for them to get employment within their 
capabilities. The present law provides for disability retirement at 
50 if you are substantially disabled, but there are many, many cases 
that fall between the fellow who is substantially disabled at 50 and 
the person who has some portion of physical disability and who, for 
all practical purposes, is not on the labor market at all. 


HEALTH INSURANCE 


Third, we need to provide for health benefits which will make it 
possible for older people to receive the best possible medical care. 
We should use the social security system to provide these benefits, but 
see to it that this is combined in such a way with private insurance 
and medical care so these are preserved under such a plan. 

Senator Crark. Your points 1 and 3 would place an extremely 
heavy financial burden on both employer and employee, would they 
not ? 

Mr. Barr. Yes, sir, they would; out I am assuming now that we can 
supplement the social security system by a full expansion economy, 
which we do not have. 

Senator Crark. I understand. 


EMPLOYMENT INCENTIVES 


Mr. Barr. Fourth, we need to provide incentives for those willing 
and able to work to keep on working past the age of 65, and your 
proposal, Senator Clark, to increase benefits by an added percentage 
for each year a person continues to work past the age of 65 seems the 
best way to go about this. 

Senator Ciark. Washington papers, please copy. 

Mr. Barr. Your proposal is not unlike a number of private pro- 
posals, among others, Consolidated Edison, of New York. These 
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private pension plans need to tie more firmly into the social security 
system so individuals who leave their jobs will not be deprived of the 
pension benefits they earned. Automatic computers make it possible 
to do this. We need a change in tax laws to give tax benefits only to 
those plans tied in with the social security system. This would help 
eliminate the problem of older persons refused employment due to 
higher pension costs, and would contribute to the mobility of the 
labor force. 

Sixth, we need to make it easier for employers to contribute to the 
financial security of their employees and even for the employees them- 
selves to do so. In this respect, a Government bond which matures 
only when the recipient vohdlien the age of 65 might be helpful. 

In addition to these changes in the social security system, we can 
do a great deal to assure financial independence to our older citizens 
by doing much more than we do now to help our older citizens find 
work, 

Here,.it seems to me, there is an awful lot of the Federal Govern- 
ment can do that they are not doing, and through existing services at 
relatively low cost. 

Senator Ciark. They are supposed to be doing it under the Em- 
ployment Act of 1946. 

Mr. Barr. Yes; and, of course, under the Wagner-Peyser Act and 
the employment service system. But I don’t think we are doing it 
right here in this State. I am sure we are not doing it elsewhere. In 
this respect, nothing could be more helpful now than a national ad- 
ministration that would try to achieve full employment. This point 
has been made by the distinguished chairman of the committee and 


others, but I want to underscore that. National full employment 
won’t guarantee the solution to all the problems of the aged, but it 
will help. 

The administration must also work much harder than it is now 
doing to help develop a program for all disadvantaged workers, 
including older workers, but not excluding the others. 


EMPLOYMENT OF OLDER WORKERS 


We know that older workers are disadvantaged workers because we 
know it is tougher for us to find jobs for them than we can for 
younger workers. We have tried to put down on a chart for you the 
relative difficulty for older workers and comparatively younger 
workers in getting jobs. This top line represents the percentage of 
available applicants placed in the younger-workers category. While 
it goes up, up and down, down in the recession of 1958 and up in the 
relatively good times of 1959, it is substantially above this line, which 
is for the older workers, the percentage of applicants who are older 
workers. This is down to around 20 out of every 100, or 20 percent. 
The younger workers are about 80 percent. Now, I would like to 
show you an idea we have developed called an older-worker-place- 
ment index, and that is the bold line here. It is a ratio of a ratio, 
ratio of older workers in placement to younger workers. That older- 
placement-worker index went up in 1958, curiously enough, and 
slightly off in 1959. That may be in our State because we put an 
enormous amount of effort on a pilot program for placement of older 
workers in Philadelphia. 
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Senator CLark. How do you define an older worker for purposes 
of that chart? 

Mr. Barr. Forty-five and over. 

To deal with this problem, as well as the problem of other disad- 
vantaged workers, members of minority groups, high school drop- 
outs, the handicapped, and so on, we eoelt ule to recommend to you 
and the committee a national employment-assistance program. Such 
a program will, of course, require legislation by Congress and it might 
contain these five points, it seems to us: 

First of all, a statement that it is Federal policy to provide employ- 
ment assistance to displaced and unplaced workers so there will be a 
maximum percentage of highly employable persons in the labor 
market. 

Second, the development of the vastly expanded program for in- 
dividual counseling and testing and job development within the many: 
Federal offices. 

This chart illustrates the dynamic potential of such a program. 
Last year in Philadelphia, using Federal funds, we conducted a pilot 
project. 

Senator CLtark. From what agency of the Federal Government did 
you get the funds? 

Mr. Barr. Bureau of Employment Security, and putting it together 
with some State funds, we hired 14 workers, skilled counselors and 
testers, to work on placing older workers only, and on counseling them 
and testing them, and the results were dramatic. We placed 32.2 per- 
cent of these older workers, that is this red bar on the left, who received 
this really unlimited personal attention. And the control group, only 
seven-tenths of 1 percent were placed in useful employment, less than 
1 percent out of the group. The sample was pretty substantial, 1,609 
cases in the special-services group, 7,609 in the mainstream group. 

Senator CuarKk. Do you have any idea how many of those were 65 
and over? Not very many, I guess. 

Mr. Barr. Very few. 

Senator Ciark. Mainly in the 45 to 50 group? 

Mr. Barr. Mostly in the younger end. They were easier to place. 

Secondly, our fellows wanted to make a record and concentrated on 
the lowerend. I think this report has been made a part of your record. 

Senator Ciark. Yes, it has. 

Mr. Barr. 1 think for older workers, handicapped workers, Negro 
workers, our other hard-to-place groups, there is no substitute for 
really adequate counseling and placement activity, much more ade- 
quate than we are able to give them today. We have 80 full-time 
councilors serving 100 offices, less than 1 per office, in our State today. 
These must service the graduating class of each of our high schools, 
the handicapped, veterans, all those with an occupational problem. 
Older workers take their turn in line. 

It cost us $400,000 a year to do this inadequate job. 

Senator CiarK. If you could get the money, could you hire qualified 
people ? 

Mr. Barr. We could train them. 

Senator CiarK. This is not a tough job to train for? 
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Mr. Barr. Tough, but not as tough as increasing your amount of 
doctors. We need a million dollars more for this purpose, and we 
recommend an authorization of $10 million to be appropriated on 
a national basis for an employment assistance program. 

Senator CLark. Money from BES? 

Mr. Barr. Appropriations have been made by the Congress, but 
it is moneys that can be made a part of the employment security system 
by the United States; yes. 

Senator Crark. They would be authorized to dish it out to the 
States on a matching funds basis ? 

Mr. Barr. That is our thought. We need to develop techniques 
for identifying the disadvantaged worker, this is most important, 
the moment he first files an application for work or unemployment 
compensation benefits. Just as public health authorities work for 
early recognition of tuberculosis and cancer, and then concentrate our 
knowledge of medical science to treat the disease before it becomes 
too far advanced, so too must we work for early recognition of this 
disease and then concentrate on its treatment. If we can hit the man 
who is going to be unemployed for a long time, the chronically unem- 
ployed worker, the day he hits the unemploy ed ranks, we ought to 
concentrate our resources to get him retrained or reemployed. At 
the moment we wait until he has run out of his benefits or until he 
has no more ways to support his family, with perhaps the exception 
of public assistance. We have no automatic way to try and focus our 
resources on this fellow. 

Senator CLark. Let me ask you this question: What can be the jus- 
tification for pouring this additional money and effort into the par- 
ticular category of “hard to reemploy,” which you speak of, at a 
time when there are a considerably larger group of those who would 
be easier to employ looking for jobs 

Mr. Barr. My answer to you is contained in my opening: You 
san’t do this outside of a context of full employment. This is an over- 
simplification. You can place older people in a recession, we did it 
in Philadelphia last year in very substantial numbers, but you really 
need to implement the Employment Act of 1946 in terms of national 
full employment and you need to have something like the Douglas- 
Clark-Flood bill to lick our local unemployment problem, because 
it is unrealistic otherwise. 

Senator Ctark. What is your definition of full employment? 

Mr. Barr. 2 or 3 percent of the labor force unemployed. 

Senator CLark. Mine, too. 

Mr. Barr. We need a mobile “fire brigade” so we can send out to 
community centers the minute we know there is a major catastrophe 
hitting that community where there is a local industry or local mine 
closed down, or a plant which will have permanent layoffs. This is 
way beyond the resources of our public employment offices. We put a 
lot of money and effort into fire and hurricanes. We ought to do the 
same thing when a community is hit by mass unemployment. We do 
that today in this State. We have had some experience with sending 

_aecmpsanioent fire brigades” into places like Donora when Donora 


Zinc closed down, and Adrian, when a mine shut down, a United States 
Steel mine. 
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A third aspect is a greatly expanded national program for training. 

Senator Ciarx. This is in En area redev elopment bill, at least to 
some extent ? 

Mr. Barr. Yes; but we would like to see it not limited only to areas 
of surplus. We need it badly in a lot of communities which would 
never qualify, in Pittsburgh and others. 

Senator CLrark. Would you confine this training program to older 
workers ? 

Mr. Barr. Certainly not. We use it, of course, today now most ex- 
tensively for our rehabilitation cases, and in fact the best way to get 
really taken care of if you are unemployed is to break your leg or 
lose an arm and thereby become eligible for vocational rehabilitation. 
This is a kind of retraining and reemployment program that needs. 

vast expansion in the U nited States. We need to retrain and help 
equip the unemployed labor force for more highly skilled jobs. 

Senator CiarK. Do we not also need an exp: anded vocational train- 
ing program at the high school level ? 

Mr. Barr. Yes, of course, at the high school level and for the drop- 
outs and for the people like the men in their thirties. You talked to 
aman in Uniontown who was 33, and to one who was around that age 
who had lost his job at the Pennsylvania Railroad as a fireman and 
wanted some regulation to require the Pennsylvania Railroad to use 
firemen in large numbers when possibly they didn’t need firemen. He 
is 2 young man and needs training in a new skill. 

Senator Crark. You will remember that out of a hundred individ- 
uals we interviewed that day, there was only one who graduated from 
high school. 

Mr. Barr. That is a classic case, and many were in their thirties 
and forties. 

This chart shows how many sewing machine operators were trained 
in Pittston in a power sewing machine vocation school. We now have 
30 different classes going like the Pittston class in 27 cities. We train 
our unemployed for jobs as welders, shoemakers, painters, hosiery 
finishers, and practical nurses. We could have more courses, but are 
running out of money. 

This is the Pittston case, where we trained 680 people. Of those, 
and Pittston is a real surplus labor area, 570 had been placed in jobs 
because there is a shortage of power sewing machine operators in that 
area. We gave a bre akdown of age: U nder 21, 207; 21 to 44, 229; 
45 to 64, 134, of which 117 were female and 17 male. But we have a 
number of males in the program. 

My point is that older workers can be trained for jobs and get jobs 
even in labor surplus areas. 

Senator Crark. Is it not a generalization—with some truth, how- 
ever—that we are apparently progressing in our employment oppor- 
tunities more and more toward a higher percentage of jobs for women 
than formen? Would you not agree with that? 

Mr. Barr. That is true in these spots. I think that is true in our 
surplus areas, generally. 

Senator Ciark. Is it not also true in service industries? 

Mr. Barr. I am sure it is. 
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Senator Cuark. I think it is. I think this is something which has 
not had much attention, but it does seem to me that the whole employ- 
ment economy is turning more and more toward the employment of 
women and away from the employment of men. I don’t know what 
the wage scale has to do with this, or the particular skill of a woman, 
a stenographer or computer or the operator of an 1BM machine, some- 
thing of that sort. This is something which gives me a good deal of 
concern. I guess it is not really a problem of the aged and aging. I 
wonder to what extent you found any difference in employ ment oppor- 
tunities in older people dependent on sex. 

Mr. Barr. We have not found a great deal of difference. I would 
suppose it would depend on what are the growth possibilities of a par- 
ticular community. In New England’s enormous growth in elec- 
tronics they use a predominant number of women. It would depend 
on what industries are growing in Pennsylvania. 

Senator Cxiark. In looking for additional employment opportuni- 
ties, I think we have to recognize that in the recent past, at least, em- 
ployment opportunities have been increasing in service industries and 
decreasing in heavy industry, and even to some extent in light indus- 
try, so if we are trying to get full employment and also full employ- 
ment. for older people, I suggest we are going to have to pay a good 
deal more attention than we have hitherto to employment in service 
industries, as distinguished from manufacture. 

Mr. Barr. I think, too, we have to look at some of these occupations 
which women have virtually monopolized, and power sewing machines 
is one of them, and see if men can’t do it as wellas women. The weld- 
ing course is wholly for men; the shoe machinery course for men and 
women; painters are male; hosiery finishers predominantly female; 
practical nurses predominantly female. We have trained about 300 
practical nurses 1n Pittsburgh, females. Another course which has 
been very active here in Pittsburgh has been food service supervisor, 
and I suppose that is predominantly female, for work in hospitals 
and schools. 

A thousand persons are enrolled in these programs at any one time, 
and that seems pitifully small. We feel that it ought to be 10,000, at 
least. If we had a million dollars of Federal assistance a year to 
encourage a $1 million a year appropriation by our legisl: ature, we 

could reach this goal. We now spend about $350,000 a year. 


GRANTS FOR VOCATIONAL TRAINING 


We suggest $10 million should be appropriated to the Department 
of Health, Edue ation, and Welfare for a program of grants-in-aid to 
the various States for the establishment of programs of training 
unemployed adults for employment. Then the Governor goes on to 
make the point you mentioned previously about lack of high school 
diplomas. We feel there ought to be an easier way for a man who has 
the equivalent of a high school education to get a diploma. 

Senator CLark. Let me throw another generalization at you and the 
other members of the panel, when you have a chance to speak, and I 
want to apologize for letting Mr. Batt go on so long, but he has got 
some awfully good material. Would you think this was a generaliza- 
tion that could be sustained, that we have critical shortages of trained 
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personnel in a number of areas, running from social workers through 
teachers to scientists? We just can’t get enough — to do the job 
that is needed to do. We are accumulating, apparently, even in times 
of relatively full employment, a surplus of untrained or semiskilled 
labor, and maybe education is one of the major answers to this 
problem. 

Mr. Barr. I think you are right, sir. I think you have analyzed it 
very effectively. You have got your surplus in areas over here and 
you have got your short areas over here. I might say the two don’t 
balance. 

Senator Ciark. It is like mixing apples and oranges. 

Mr. Barr. Yes; the two don’t balance. There are some limitations 
of transferability, but we can do a great deal in terms of training and 
bridging this gap, and as you say, in creating and achieving full 
employment on a national scale. After all we estimated in 1958 that 
we had half a million out of work, and only 30,000 jobs we could have 
had filled if we trained people. But how about the other 470,000 if 
we did fill those 30,000 ? 

I want to make a fourth point, that the Governor proposes for the 
employment assistance program; the establishment of a special com- 
mission with representation of management and labor and the public 
at large to develop a comprehensive report detailing the responsibility 
of business, unions, and the Government in meeting the problems of 
technological unemployment. 

Many persons now share in the increased productivity from our 
increased technological advance. The management gets additional 
profit, the workers get a raise. But who thinks of the poor devil who 
was laid off? The public presumably benefits from an increased 
quality or better price. 

Senator CiarK. The classic example of this is the coal industry; is 
it not? 

Mr. Barr. An excellent example. An excellent example. 

Senator CrarK. Here you have a high wage scale. Those who con- 
tinue to work do pretty well, but they are getting into more trouble, 
there is part time with this high wage. But the poor devils who are 
laid off, what happens to them ? 

Mr. Barr. Exactly. We need to focus national attention on this 
—e and impress upon both labor and management their responsi- 

ility to deal with it realistically in collective bargaining agreements. 
In the meatpacking industry in Chicago, a fund was set up in an 
agreement just concluded to study this problem of what do you do 
about the fellow who is laid off. 

It seems to us that these two programs, the first group for a more 
effective system of social security, and the second, for a national pro- 
gram of employment assistance, will go a long way to help us solve 
the other problems of old age: ill health, housing, satisfying activity. 

Senator Ciark. Thank you very much, Secretary Batt, for a most 
illuminating and helpful statement, for which the record will give 
Governor Lawrence due credit, and we know that you played an 
important part in bringing the presentation to us. 

Mr. Block, do you want to take over at the other end of the line? 
At this point your formal statement will be included in the record. 

(The prepared statement of Mr. Block follows :) 
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PREPARED STATEMENT OF HARRY BLOcK 


I am Harry Block, secretary-treasurer of the Pennsylvania CIO Council. I 
represent more than half a million workers in Pennsylvania. No one knows 
better than yourself, Senator, the need for labor unions to participate in the 
affairs of the community in addition to our basic job of protecting workers’ 
rights at the bargaining table. It is in that role that I appear before you today. 

The problems of older workers divide themselves in many phases. 

They deal with problems of employment through the offices of the U.S. Em- 
ployment Service, industries’ reasons for refusal to hire, and the new question 
of sheltered workshops. 

I plan to take up very little of your time with the cold statistical facts about 
the problems of our senior citizens in Pennsylvania today. These have been 
printed and pronounced over and over again. What I would like to do is to 
give you some of the flesh and blood stories behind the cold statistics. 

It has been said often that our population of 45 years and over has been 
growing faster than the population as a whole and that our senior citizens now 
represent 28 to 30 percent of our population. But this is a fact that we do not 
really have to be told—we see the fact over and over again on the streets of 
our cities and towns, among our friends and perhaps more important of all in 
our own families. But there is another side of that picture which is perhaps 
less well known. Those are the facts which tell us that the proportion of older 
workers in our labor force is growing smaller at the same time that the propor- 
tion in the population is growing larger. It is one of the simple but hard facts 
of life today that our senior citizens represent larger and larger portions of the 
unemployed. 

Let me give you a few examples of comments heard every day in employment 
service offices and in union halls that demonstrate this fact: 

“Where can I get a job at 61 years when industry doesn’t hire you after 45?” 

“I am in perfect health and to be classed as too old at 63 years sort of makes 
you feel blue especially when finances are very limited.” 

“IT have been out of work for over a year. Everywhere I go for work my age 
is against me.” 

“Same old story—over 50—sorry—let’s hope things change.” 

Another simple hard fact is that the unemployed middle-aged and older 
worker is more difficult to put back to work and he tends to stay out of work 
longer. In the Pennsylvania Employment Service, people over 45 represent 
33 to 40 percent of those registered for work, but less than 20 percent of those 
for whom work is found. Let me put these figures into the words of some of 
the people affected by these facts: 

“More jobs should be made for older women in factory work. You are not 
accepted over 35 in most places, let alone over 50.” 

“I’m trying to get work in the kind of work I did which was in a sweater 
mill. The place where I worked moved out and there are only two other mills 
up here.” 

“I have looked for work every week since the mill shut down, but when you 
are over 50 you haven’t got much chance for work.” 

“I have even borrowed money for gas and oil for my old car to run around 
looking for work. Just to mention a few of the places I have been to, they are: 
Allentown, Bethlehem, Slatington, Palmerton, Lansdale, North Wales, Jenkin- 
town, Souderton, Ambler, Colmar, Sellersville, Lancaster, Phoenixville, Danville, 
Montoursville, Milton. The only money my wife and I have now is from 
relief.” 

Let us go back to the Pennsylvania Employment Service to another fact they 
have found concerning the employment of older workers. This is the fact that 
people of 65 and over represent about 10 percent of employment service appli- 
cants but only 1 percent of those for whom work is found. Maybe these quo- 
tations will help to make that fact a little more real: 

“I’m 67. I am still able to do lots of kinds of work but they just laugh at me 
when I ask for work.” 

“It is impossible to get work after 65. I worked for this company for 27 years 
but their policy is no one after 65,” 

“I was retired according to company policy at 65 even though I worked on 
experimental and model gages and engines.” 

It is also a fact that people over 45 always represent a much higher percent- 
age of those who exhaust their unemployment compensation than younger age 
groups. Let me give you this example: 
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“Because of a company rule, I retired at 65. I could have used a job during 
1957, and, while unemployment benefits were a godsend, it didn’t go far in 
paying hospital and doctor bills. My wife was in the hospital four times start- 
ing in April. When I look for work, I am licked as soon as I mention my age.” 

And this verbatim comment from a Pennsylvania unemployment compensa- 
tion claimant: 

*“Wouldn’t it be more sensible and less expensive for Pennsylvania to make 
available vocational training for unemployed people so that they could find 
places in permanent jobs instead of handing out checks every week? When a 
man is unemployed for months and months those months could be used to learn 
how not to be unemployed.” 

It is easy to say that automation will someday provide more jobs for more 
people than it is now putting out of work; it is much harder to believe it, and 
it is even harder to do something about it in the meantime. Because, whether 
or not someday in the future automation does make more jobs for us all, in the 
meantime it is putting out of work more people every year than are returning 
to work, and the hardest hit of all those displaced by automation is the older 
worker. We cannot sit by and wait for automation to take care of the oldet 
worker. We can do something about it today. 

The older worker who is out of a job—whether it is because his employer 
has moved out of town, has shut down the plant, is generally reducing his pay- 
roll, or has introduced automatic machinery—needs a job as much as the 
younger worker to whom this has happened. It addition, he needs help. 

He needs help because older workers acquire resisting attitudes toward 
change, toward movement, toward the learning of new skills. The older worker 
has to be helped to change these attitudes, helped to recognize that he still 
retains his skill, his knowledge, and his intelligence and helped to know that 
he can compete with the younger worker. He needs help because his skill may 
no longer be of use to the industry and locality where he has lived and worked. 
He may need training or retraining in order to be put back to work—special 
training facilities for older workers, or adult education programs to help provide 
special training. 

He sometimes needs help because the community in which he lives simply has 
no place in which to employ him. When this happens he needs help in arriv- 
ing at the necessary decision to move, as well as the decision for retraining 
and then help in finding a job. 

In all these ways the older worker needs help just a little more than the 
younger worker. It is our job to see that he gets this help. But this is a task 
which the labor union cannot perform by itself. This is a task which the 
community, the State, and the Nation must accept and get to work on. We must 
convince the community and the employer that our senior workers can and 
should occupy a place of increasing importance in our everyday life. 

The facilities which now exist in some communities, whether provided by 
State or local governments, are not sufficient to fill this growing need. The need 
is so widespread that individual communities and employers cannot meet it 
alone. What is needed is a Government program—a Government program which 
will provide not merely the funds for the additional services and programs but 
the leadership that only the National Government can provide in solving this 
problem for today. 

The position of industry on automatic retirement has been questioned by 
many unions. Many unions do not believe that retirement at a given age with- 
out regard to need, amount of pension, or the individual’s ability to perform is 
proper. This automatic retirement takes from industry needed skills, thereby 
possibly affecting work schedules of others. Where the pension, sound security, 
and insurance programs are not sufficient, drains are placed on public assist- 
ance or other such agencies. In instances where forced retirement takes place, 
because of need of workers, standards are broken down by unfair sections of 
our industries in their employment of these workers at a lower rate of pay, 
workers who are desperate for income. 

Industry’s refusal to hire the older worker, as far as we can determine, is not 
wholly based on facts. 

The older worker brings to a job skills accumulated during the past years of 
employment. Records also show that there is less absenteeism among this 
group; their desire to hold employment is the determining factor. 

As to the cost of life (group) insurance, sick and accident plans, hospitaliza- 
tion coverage, and pension plans, the cost factor here is very small. Where 

group coverage is secured, the employment of a few older workers among any 
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size group does not bring the age level up any appreciable amount. Where pen- 
sion plans are involved, the fact that these are based upon years of service 
meaps that the cost of past service is not a factor and that a good pension plan 
giving credit for years of service will not bring an undue hardship on the part 
of the employer. 

Unions have not set any barriers on employment age: Our records do show 
that the age of 45 or over doesn’t seem to fit in with real employment. Often, 
the age of employment for males, with the exception of skilled trade groups, 
is under 40, and for females the desired employment age is less than 35. 
Studies should be made in this direction. 

During the last few years a new problem has arisen—the establishment of 
sheltered workshops for the older worker, known by many different names, 

Although, perhaps, the intent in many instances was good, the creation of 
these workshops as permanent places of employment has done nothing to al- 
leviate the situation, but has caused other problems to come about. 

The creation of these shops has raised the following problems: 

(1) The taking away of work from the shops now doing this work or 
who do regular subcontract work. 

(2) The lowering of wage and fringe standards in these shops, thereby 
creating unfair competition. 

(3) The publicity that might react against a union that attempts to 
organize such a workshop. 

(4) Workshops as such will not continue employment at decent rates, 
insurance programs, pension plans, ete. 

(5) The institution of worshops defeats the real purpose of this program, 
which is the employment of the older worker in private industry. 

Organized labor seeks the employment of the older worker in private industry 
at decent rates of pay, proper fringe benefits, and fair working conditions. 


STATEMENT OF HARRY BLOCK, SECRETARY-TREASURER, 
PENNSYLVANIA CIO COUNCIL 


Mr. Brock. I will try to speak of the problem from another stand- 
point, because in collective bargaining we find that the aged and aging 
are not 45 and over, but, in most instances, as far as males are con- 
cerned, 35, unless they have particular skills, and under 35 for female 
employees, and automation has not helped the older worker at all be- 
cause the training necessary at times for automatic process has thrown 
the older worker out and a new employee put in there at a much lower 
age level. 

Senator Ctark. And probably lower wage level ? 


EMPLOYING THE OLDER WORKER 


Mr. Brock. That is right. Industry has made certain statements 
regarding their inability or refusal to hire these so-called older work- 
ers, claiming it is an increased labor cost regarding pensions, group 
life insurance, hospitalization, and other fringe benefits. Frankly, 
when a study is made of the situation it becomes a weak argument 
because a few employees of 45 or more in a large industrial plant will 
not push up the cost of group life insurance. A pension plan based 
on the amount of dollars per month for each year of service is based 
on actual employment, especially when the employer doesn’t have to 
buy back past service, and the hospitalization programs are figured on 
an experience basis, not so much on age as actual experience within the 
plant. Therefore, any statements made by employers that these are 
costly items can be put to rest when a true survey is made. 

We have been confronted, however, with another situation as far as 
the aged and older workers are concerned, and that is the establish- 
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ment of so-called shelter workshops or older citizen enterprises sup- 
posedly on a nonprofit basis. I don’t care to touch on whether it is 
a nonprofit basis or not, but if these establishments were used for the 
purposes of retraining the displaced worker and putting him into pri- 
vate industry, then those nonprofit organization would be doing a good 
job. 

The establishment of these organizations takes work out of present 
plants on a subcontract basis, tears down standards of wages, and 
creates an unfair competitive situation for the employer who wants 
to be decent and hire employees with decent wages and fringe benefits. 
It is rather difficult for a labor organization to attempt to organize 
a so-called place that is supposedly doing a social good, thereby arous- 
ing a lot of undesirable publicity, but this is coming into play more 
and more so far as the placement of the so-called older worker is 
concerned. 

RETRAINING 


We believe that, if the older worker is going to be placed on the 
job—and I am speaking about the one who does not have a needed 
craft or skill—a program must be substituted for retraining of that 
worker for specific employment, not really to take him away from the 
street, so to speak, and keeping him at a bench and training him for 
a job that is not there. Industry must come up with its future pro- 
gram of employment possibilities and potentials so that the vocational 
schools and others being trained in that direction, and we will reaily 
be training for the employment of a work force and not give unem- 
ployed workers another skill that industry can’t use. 

Now, part of the problems of a so-called older worker is covered 
under the FEPC in Ponmeybvenia, and the executive director, Elliott 
Shirk, is here and will touch upon it, but, as far as organized labor 
is concerned, they have been fighting for seniority, which means the 
retention of the older worker, and have placed no barriers as far as 
the employment of older workers is concerned. I don’t believe that, 
with the exception of apprenticeship agreements, there is any age 
barrier in any of the organizations that are represented by either the 
A.F. of L. or CIO in Pennsylvania. 

Senator Ctark. There are quite a lot of apprenticeship barriers on 
the AFL side, are there not ? 

Mr. Buocx. But that is usually the age of 25, before he can start 
an apprenticeship. That is for old employees in the industry, as such. 
I mean over 25, but in the employ of the company, and have already 
made arrangements and got a certain amount of apprentice training 
time credit for the amount of time spent in the plant. 

Senator Ciark. Let me interrupt you for a moment to say that we 
are running quite a way behind schedule, and we will complete this 
panel and then recess very briefly so that the chairman can get a 
sandwich, and we will try to get back in at 1:30, but those who were to 
be called at 11:40 and who are now pretty well behind, if you would 
like to get a quick sandwich and come back, that would be agreeable. 
If, on the other hand, you want to sit it through, I will try to get to you 
no later than 1:30. 


Mr. Block. 
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Mr. Brock. I would merely like to reemphasize this thing that is 
coming up in Philadelphia as well as in other cities, and that is the 
senior citizens enterprise. We believe any retraining should be done 
with Federal funds under the Social Security Act, as part of the 
unemployment compensation, whether it is done under the present 
measure or some future measure. We believe there is capable leader- 
ship available for retraining if there can be a meeting of the minds of 
industry, labor, and the public, which industry placing on the table 
their need for future employment. é 

If there are any questions, I will be glad to answer them, sir. 

Senator Cuark. I think we will hold them for a minute, Mr. Block. 
Thank you very much. It is very interesting. 
Mr. Elias Cohen, we are happy to have you, sir. 


STATEMENT OF ELIAS S. COHEN, COMMISSIONER, OFFICE FOR THE 
AGING, COMMONWEALTH OF PENNSYLVANIA 





Mr. Conen. I would like to take just a moment to describe some- 
thing about my office, which is one of the major units in the depart- 
ment of public welfare. It has as its primary—indeed, its only— 
concern the problems of the aging. We have in that connection, I 
think, something unique in terms of its affiliations with a cabinet 
department—unique in terms of organization throughout the country. 










OFFICE FOR THE AGING 



























Our concern falls along two principal lines: First, the development 
of community programs, community education, the stimulation of the 
several agencies and professional groups in the community which 
have to do with the aging to expand or enlarge upon their outgoing 
programs or to create new ones. 

Senator Crark. Mr. Cohen, when was the office for the aging first 
set up within the department of welfare ? 

Mr. Conen. In August of 1956, sir. 

Our second concern is with the regulation, supervision, direction, 
licensing, and development of institutional facilities for the aged and 
aging, including nursing homes, convalescent homes, nonprofit homes 
for the aged, county homes, and commercial boarding homes for the 
aged, 

In that connection, we attempt not only to do a job of policing, as it 
were, but a job of education and, as I said, development. We would 
like to do more planning in terms of development of a system of 
facilities so that there would be an appropriate coverage throughout 
the State. We also attempt to provide for a system of institutional 
care or concept of institutional care that permits free flow of service 
between institution and community service. 

We feel that our type of organization—that is, the attachment to a 
major department in the executive branch—has special values over 
what seems to be a more typical arrangement; that is, the commission 
or special committee on the aging. It is my opinion that the develop- 
ment of commissions and committees on the aging represent a perver- 
sion of the typical use, traditional use of commissions and special 
committees, which have been designed and more appropriately used 
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for regulatory functions where independence is essential: The civil 
service commission, public utility commission, security commission, 
and so on. Committees and commissions have also been used to ex- 
amine special problems which are a one-shot affair—investigating 
committees, reorganization commissions, et cetera. 

Senator Crark. What is the budget for your office for the biennium ? 

Mr. Conen. That is approximately between $400,000 and $500,000, 

Senator CLark. How many employees do you have, presently ? d 

Mr. Conen. A total of 30. That includes all of our clerical staff 
and our professionals. We have 10 people in the field to regulate some 
900 institutions, supervise 900 institutions. I have three people to do 
community organization. 

Senator CLark. Are they under civil service ? 

Mr. Counen. Yes, sir. ~ 

Senator Ciark. Is that by executive order or by law ? 

Mr. Couen. That is by executive order. 

Senator CLark. Of Governor Leader? 

Mr. Conen. That is correct. 

Senator CLark. What is the salary range for your professionals ? 

Mr. Couen. Our professionals range from $5,800, minimum starting 
salaries, to about $7,200. 

Senator CLark. Have you had any recruitment problem ? 

Mr. Couen. No. 

Senator Cuark. Are there any educational requirements for pro- 
fessional employment ¢ 

Mr. Conen. Yes, sir. For our field staff that goes into the nursing 
and convalescent homes and homes for the aged, we require work to 
the level of a master’s degree either in the professions of medical 
social work or in the profession of nursing care. In our community 
organization area we require work to the level of a master’s degree 
in social work. 

Senator Cuark. Thank you. 

Mr. Conen. As concerns the problems of older people, I have two 
principal points. We approach the problems of older people— 
that is, when I say “we” I am talking about the professional groups, 
the professional agency, and, indeed, this includes the public and pri- 
vate agencies—we approach ‘the problems of older people with a re- 
markable lack of precision. Weuse a relatively small number of solu- 
tions which appear to us to be simple. Actually, they are very costly. 
We seem to rely upon institutionalization or the granting of direct 
assistance. 

In the past 3 years in which I have held my position, there has been 
an increase in beds, institutional beds, of approximately 5,000, going 
from 37,000 to 42,000 beds. This has come about in a period of what 
is generally acknowledged as a time of tough enforcement. This 
represents, according to. my estimates, an investment of about $30 to 

$50 million in construction, and I hasten to point out that this is a net 
addition of beds. This isn't simply replacements. This is a net addi- 
tion of 5,000 beds. 

During that same period of time we have seen very little increase in 
community- -based services which have as their focus the 95 percent of 
the older people who are not in institutions. We have seen perhaps 
two or three day-care centers arise, and I talk about centers with a 
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wide range of medical, counseling, and recreational services. I have 
seen no new home medical care programs. 

Senator CLark. In terms of regular medical care, is it not true that 
there has been a movement in Philadelphia or in the State to think 
in terms of medical programs for all age groups, or have you not 
noticed that ? 

Mr. Conen. I could not honestly say, particularly in the public 
field, that our public recreation departments have devoted very much 
attention to what can be done for the upper aged groups. 

Senator Crark. I think Bob Crawford would disagree with you, 
but he is not here. 

Mr. Biock. The Amalgamated Clothing Workers and certain other 
unions in Philadelphia have instituted on their own, programs for the 
older workers, and the Electrical Workers Union are starting a com- 
munity service organization for retired workers and older workers 
when they are away from the shop so they can maintain contact with 
community agencies. 

Senator Crark. I know there are facilities specially set aside in 
many of our recreational areas for activities that are of interest to 
older groups. 

Mr. Conen. Let me hasten to say that we can point to something of 
everything. We have a little piece of everything in Pennsylvania, 
but when we think in terms of a million and a half people over 60, or 
more than a million who are over 65, we are really nit-picking, if I 
may say so. 

Senator Ciark. I agree with that. 


FRAGMENTATION OF SERVICE 


Mr. Conren. There are few social agencies which are prepared or 
able to serve an older person who comes in with a whole host of prob- 
lems—a health problem, housing problem, a problem of relationships 
with his family, a problem of something to do. How many agencies 
are willing to do more than a simple job of referral and go beyond 
saying “OK; you go to public assistance and over here to the clinic 
and over here to the adult health and recreation center”? How many 
are willing to take the time and energy to provide the casework 
supervision to follow through and see that a client gets the kinds of 
things that he needs ? 

You see so many agencies which seem to pull the older person apart. 
They will take care of his heart. They will take care of his cancer. 
They will take care of his diabetes. They will take care of his arthri- 
tis. But we find very few general-practice clinics. It is not realistic 
to assume that an older person is going to go sit on a hard bench at a 
clinic for 2 hours to have his heart checked and then go someplace else 
and have something else checked, and so on. He is a whole person. 
He is entitled to the kind of medical examination, diagnosis, care, and 
treatment in the same way that most of us anticipate we would get 
when we go to a physician for a regular checkup. 

Senator Ciark. I just interject the comment that if you had had 
the occasion to have a wide-range physical checkup lately, as I have, 
you will find that no matter what your age is, you go in a sheet from 
one department to another and sit and wait until the X-ray technician 





644 THE AGED AND THE AGING IN THE UNITED STATES 


or doctor is willing to take you on, and then wait several days until 
you get a report. This seems to be necessary medical bureaucracy. 
I do not think it is confined to older people. 


NEED FOR COMMUNITY RESOURCES 


Mr. Couen. My first point is that we do not invest in community 
services to any substantial degree through public, private, or volun- 
tary resources, and I must stress, because I am afraid the roof will 
come in on my head, and I must stress this, “in any substantial de- 
gree.” There are, as I said before, bits and pieces. 

Senator CLark. Why not? 

Mr. Conen. Well, I think part of it is that the culture doesn’t think 
very much of older people, so we look for solutions that will put them 
aside; this is one of the reasons why we seize on institutional care as. 
one of the measures. 

Senator Ciark. This is historic, is it not? And to some extent it 
arises out of a very laudable investment some years ago, in line with 
the thinking of that day, in homes for the aged by religious groups 
and other civic-minded people. To some extent it goes back to the 
old poorhouse complex, doesn’t it 

Mr. Conen. There is no question about that. And, of course, the 
Social Security Act in 1935 put prohibitions on public participation in 
public assistance given in public institutions. This was one of the 
most important measures to try to reverse the trend toward institu- 
tional solutions. It is historical. It is very complex, and it has its 
roots in a whole host of things. So far as institutions are con- 
cerned 

Senator Ciark. Before you get to institutions—as I take it, your 
view is that we ought to deemphasize institutionalism and place far 
more emphasis on what, for want of a better word, I will call ambula- 
tory care. 

Mr. Conen. That is correct; and I am going to try to tie my two 
point together. So far as the institutional program 

Senator CLark. You did not have the nerve to put in the record 
that bad pun that we have an “edifice complex,” but I think we do. 

Mr. Couen. I let myself run away there. 

Senator CrarK. It is a good one. I think it is pertinent. 

Mr. Couen. I will say, so far as institutions are concerned, I feel 
that there is an almost universal failure to provide institutional care 
for the aged and aging consonant with 1959 knowledge. In Pennsyl- 
vania, of the 900 institutions in this State, there are less than a dozen, 
less than a dozen institutions which are prepared and ready, organized, 
staffed, equipped, and imbued with the philosophy of full range of 
services to meet the needs of older people. I am talking about social 
services, casework with families. I am talking about the “rehab” 
services that Dr. Kraft described. I am_ talking about activity 
therapy, in addition to good medical and nursing care. 


INSTITUTIONAL CARE 


Senator CiarK. I would like to highlight that statement of your 
about the 900 institutions. I think it is one of the most important 
facts that has been brought out today. You have supervisory respon- 
sibility for 900 institutions primarily concerned with care of the aged ? 
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Mr. Couen. That is correct. 

Senator Ciark. And of these there are less than a dozen which are 
properly staffed and organized. Now, if I could ask you a question 
or two about that, of those 900 institutions, can you divide them be- 
tween those publicly supported and privately supported ? 

Mr. Couen. Yes, sir. There are roughly 480 proprietary institu- 
tions with approximately 10,000 beds. 

Senator CLarx. When you say proprietary, you mean for profit? 

Mr. Conen. For profit; that is correct. 

There are 260 nonprofit, this would be the church and service club 
— with a population or a bed capacity of approximately 14,000 
eas. 

Senator Cuark. Is there any significant difference in the care and 
custodial treatment between the proprietary and nonproprietary insti- 
tutions, so far as your experience indicates? 

Mr. Conen. I would say that there is. While it is very hard to 
generalize, and there are a large number of domicilary-care institu- 
tions among the nonprofit group. In what we call often a home for the 
aged, I would say that in general the nonprofit institutions provide a 
higher level of care. 

Senator Crark. Now you have given the two categories of the pri- 
vate and perhaps the denominational and charitable institution, and 
the proprietary one. Is there a third one such as the public institu- 
tion supported by tax funds? 

Mr. Conen. Yes, sir. 

Senator CLrark. How many are there of those ? 

Mr. Couen. There are 60 county institutions which have a bed 
capacity of approximately 15,000. We have 25,000—no, almost 30,000, 
in the nonprofit and public field and about 10,000—I am not coming 
out right, but about 10,000 or 11,000 in the proprietary field. 

Senator CLark. With respect to the public institutional field, can 
you give us any generalization from your experience as to the adequa- 
cies of the care provided, compared to the proprietary and the private 
charitable ? 

Mr. Conen. The public institutions probably give you a better re- 
flection of how the public feels, because they are tax supported, than 
either of the others. The range from one extreme, with the John 
Kane Hospital which I understand you will be visiting tomorrow, 
which provides a program that is the latest word as it were, on down 
to those homes which still have jail cells, in which old people are still 
kept in jail cells. They are almost medieval. 

Senator CLark. So you would say that the range of, let us say, not to 
use a very accurate words, efficiency, but I mean it in the broad sense, 
compassionate efficiency is from zero to a hundred. 

Mr. Cowen. Yes, sir. But there is a trend and this is worthy of 
note. We are finding more and more of the county institutions pre- 
pared to move ahead and improve their programs. There are I would 
say probably no less than 25 percent of the 60 county homes that I 
mentioned that are making very significant advances in their thinking 
and in their organization and in the amount of money they are willing 
to put into county home organizations. 

Senator CrarK. In other words, you look for a greater improvement 
in the public institutions in the immediate future than in either the 
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proprietary or the charitable, private-charitable institution, or is that 
not fair? 

Mr. Conen. I am not certain I would want to make that kind of 
comparison but I will say this: I think that the public institution will 
change its character from the residual dumping ground into one of 
the more primary facilities. It will be a place where people will go 
for care and to have something done rather than for the primary 
purpose of being removed from the community. 

Senator CLtark. Would you say that with respect to all three of 
these agencies, that the deficiencies which you mentioned are affected 
substantially by (1) lack of adequate trained personnel, and (2) a 
lack of funds? 

Mr. Conen. I would have to broaden that and say it is not merely 
training. It is a matter of attitude. This morning a question was 
raised about where we would get enough doctors, for example, to do- 
the diagnostic evaluations. Well, every, patient in a proprietary nurs- 
ing home must be under the care of a private physician and yet the 
failure to make examinations, to do decent thorough examinations is 
appalling. 

Senator CLark. What you are saying is, is it not, that the law is not 
enforced ? 

Mr. Couen. This is not a matter of the law, sir; it is a matter of 
what the medical profession is prepared to do, how they feel about 
doing the kind of job on the older people in the nursing homes. Too 
frequently the aged sick are referred to as the “crocks,” the “old 
crocks,” in the medical jargon. The opposition that we get out in the 
community when we ask physicians to present signed orders on medical 
orders is striking. I think it is worthy of note that in over 3 years I 
have yet to receive my first complaint from a physician on the kind of 
care being given in an institutional facility. 

Now our complaints come in from families, they come in from 
patients. We do not get many from the social agencies or from the 
professionals who are in and out of these places. ‘This is a deep factor 
at work and therefore I say it is not just a matter of having enough 
trained people. Certainly we need a huge number of trained people 
but the ones that we have are not really coming through for us. I 
am sure that the technical competence is there but there is something 
else that is missing. 

Senator CiarK. Do you have any specific suggestions as to how you 
could bring these 900 institutions you are charged with supervising up 
to an acceptable level ? 

Mr. Conen. First, there would have to be a ready acceptance by 
the community for the development of a network of services in the 
community so that we could properly utilize the institutions we have. 

Senator CiarKk. This mae cost money. 

Mr. Conen. Undoubtedly. But it might cost less money than what 
we are spending now. I am approached by the Hill-Burton people 
in your department who say, “What do you think we need in the way 
of new nursing-home beds?” My answer to them is, “I do not know 
that we need a single additional bed in Pennsylvania. Maybe we are 
using these 42,000 beds that we have in an altogether improper way.” 

Senator CLark. This turned out to be pretty true in connection with 
the mental-health program, did it not? 
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Mr. Conen. That is correct. I believe that 8 or 10 years ago New 
York State floated a $300 million bond issue. This was in the face of 
all the new drugs and all the findings on what you could do if you 
put some money into treatment. The same thing is true here. Are 
we willing to start putting some money into homemaker service, case- 
worker service, home medical-care programs, decent clinic programs, 
preventive medicines, visiting-nurse society, so on and so forth? 

This seems to me to underlie everything else we are going to do 
with this. Policing can only go a certain small way beyond the cul- 
ture of the community. 

Senator CLark. Do you have any experience in comparing the 
status of these 900 institutions in Pennsylvania with comparable in- 
stitutions in other States? Are we lagging behind? Are they all 
about as bad as this throughout the country or do you not know? 

Mr. Conen. I have just returned from a meeting with other licens- 
ing officials. My conclusion is that we are probably somewhere in the 
upper third or anyway in the upper half, something like that. 

Senator CLrark. You are running in, say, third position but it is 
still the “Three I” league. 

Mr. Conen. That is correct. Undoubtedly there has to be some 
means of financing better care in the institutions when people are 
placed there. Our present public-assistance payments are at a maxi- 
mum of $150 or $155 a month and it is pretty difficult to provide or 
find care at that level. 

Senator Crark. Do you have the power to close a nursing home 
that you think is being improperly operated ? 


LICENSING NURSING HOMES 


Mr. Conen. Yes; we have the power to revoke a license. 

Senator CLark. Have you ever done it? 

Mr. Conen. Yes, sir. We have. It is sometimes an extraordinarily 
difficult thing. We can wander through the courts which have a great 
concern for the property rights of the individual who is operating 
the home. We fad one situation in Philadelphia where a woman 
had a record of convictions including abortion, operating a dis- 
orderly house, prostitution, fortune telling, and violation of the 
Dangerous Drug Act, and she kept on operating for something like 
2 years after we brought our action before we finally got an 
injunction. 

Senator Ciark. Do you remember the case some years ago of a 
nursing home in Philadelphia where they had a fire and a lot of peo- 
ple were burned to death because they were chained to their beds? 
As I recall, it took an interminable time to close that home. I do not 
know if it was ever closed. Maybe that was before your time. I see 
Mr. Block nodding. 

Mr. Conen. That is before my time, but I do not think we will 
find such restraint in Pennsylvania. 

Senator CLark. Let me ask you this: Could you estimate how much 
per patient per day it would cost to operate a nursing home which 


was organized and staffed and equipped in the way you think it 
should be? 
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Mr. Counen. I think you could get a better answer from Mr. Wald- 
man, if I might suggest it, from Mr. Waldman, who is going to 
testify this afternoon. 

Senator Crark. All right. Do you think we are going to have to 
continue to not only have but to encourage the establishment and 
organization of proprietary nursing homes in Pennsylvania for the 
foreseeable future ? 

Mr. Couen. I am not certain that one works on encouraging the 
establishment of homes in terms of their ownership status. We have 
developed I think one of the most unique screening programs to try 
and make sure that only those who are going to operate properly are 
going to get into the field. We have a very antien procedure. This 
is by deliberate purpose. We insist that anybody who wants an 
application come to Harrisburg for group discussion meeting with 
other applicants where we carefully 

Senator CiarKk. To cut you short, because we are running short on 
time, do you think that the procedures preliminary to obtaining a 
license are pretty effective? 

Mr. Couen. I do. 

Senator Ciark. With respect to the inspection of existing homes, 
is the regulatory legislation adequate ? 

Mr. Couen. It is. 

Senator CLARK. So it is an enforcement problem. 

Mr. Conen. That is correct, and it is a terrific problem of staff. 
We operate at about one-third the staff we need and have little of 
the consultant service which we should have necessary to help in the 
elevation of standards of operation. 

Senator CLtarK. Do you have any medical consultants? 

Mr. Conen. No; we do not. 

Senator Criark. I understood you to testify a little earlier that 
you were not entirely happy about the attitude of the medical 
profession toward this problem ? 

Mr. Couen. That is correct. I should say that we have some very 
fine contacts with the medical society and I think that I should make 
the distinction here that we have received every cooperation from the 
medical society. They have reviewed our standards. They have 
been very helpful in that connection. Where our problem is is out 
at the local level with the practitioner so that I think that that dis- 
tinction should be drawn. 

Senator Ciark. Right. 

Does that about clean up what you have to say ? 

Mr. Couen. Just one other point, and that is that if I were to 
make one recommendation that I feel would represent the best pos- 
sible investment, I would suggest the establishment of a grant-in-aid 
program along the lines of the Community Mental Health Act and 
the Children Welfare Service Act which provide funds to the States 
for the establishment of community service and for community edu- 
cation. And I would urge that these funds be granted through 
agencies which deal with the aged, not through chronic-disease pro- 
grams, not through housing programs or heart programs and so on. 
There is some money that goes in on that basis now. 

Senator Crark. Let us make it more specific. You would, I take 
it, agree, that the Federal level should be supervised by the Depart- 
ment of Health, Education, and Welfare. 
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Mr. Conen. That is correct. 

Senator Crark. Would you advocate setting up a bureau for the 
aged and aging comparable to the Children’s Bureau ? 

Mr. Couen. I really cannot answer that. 

Senator CLark. Would you think there would have to be a separate 
bureau or agency which dealt with the problem of the aged as such? 

Mr. Cowen. Yes. We find at this time we have nobody to relate to, 
the special staff on aging notwithstanding. 

Senator CLark. You said earlier you did not think there were very 
many agencies of this kind. Do you know how many agencies of 
your sort there are in State governments, or are you the only one? 

Mr. Couen. Organized the way we are I believe we are the only one. 

Senator CrarKk. Thank you, sir. 

At this point, your formal statement will be made a part of the 
record. 


(The prepared statement of Mr. Cohen follows :) 


PREPARED STATEMENT OF ELIAS S. COHEN, COMMISSIONER, DEPARTMENT OF PUBLIC 
WELFARE COMMONWEALTH OF PENNSYLVANIA 


My name is Elias S. Cohen, and I am commissioner for the aging in the 
Pennsylvania Department of Public Welfare, Office for the Aging. I am repre 
senting the Honorable Ruth Grigg Horting, secretary of public welfare, who 
unfortunately cannot be with you today. So that my testimony may fit into 
proper context, I would like to take a few minutes to describe the concern of 
my office and its place within the structure of the department of public welfare. 

The office for the aging, created in 1956, is one of six major units within the 
department. It has two principal lines of interest. 

The first, community consultation and organization, is carried into action 
through the following activities : 

(1) Provides regular, continuing consultative services to local groups and 
communities around the development of locally operated and sponsored pro- 
grams for older people. 

(2) Develops representative community groups to plan, develop, and 
implement local programs of services for the aging to meet local needs. 

(3) Stimulates and aids in the initiation of services and studies to help 
formulate local programs, research, and demonstrations to develop new 
programs to meet the new and expanding needs of the aging. 

(4) Provides a continuing program of education and motivation around 
the needs of the aging. 

(5) Gathers data and material pertinent to the field for distribution and 
dissemination. 

To attempt to do this, I have available three persons who can give their full 
time to serving local communities throughout Pennsylvania. 

Second, the office for the aging has responsibility for the inspection, super- 
vision, licensing, visitation, and development of all institutional facilities caring 
for the aged, including 460 proprietary nursing and convalescent homes, 260 
nonprofit homes for the aged, 60 county institution district homes, and 105 com- 
mercial boarding homes for the aged, for a total of almost 900 facilities housing 
an aggregate of over 42,000 people. 

Our objectives in regard to institutional care and supervision are the 
following: 

(1) To provide a degree of supervision and education which will ulti- 
mately lead to a standard of care meeting the psychosocial and medical 
needs of older persons in accord with modern-day medical and nursing 
knowledge, the disciplines of physical therapy, occupational therapy, recre- 
ational therapy, and institutional administration. 

(2) To establish educational programs in the field of institutional care so 
that all institutions will be given the opportunity for constant development. 

(3) To develop a planned approach for the location and utilization of the 
various types of facilities for the aged and aging, 

(4) To develop a relationship between institutional care and community 
programs so that there will be a free flow of services between the community 
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and institution. When this can be achieved, institutions will house no one 
who can be maintained in the community with one type of supportive service 
or another. 

To achieve these goals, I have 10 professionally qualified persons in the. field 
to inspect, visit, and provide consultation and advice to the institutions we super- 
vise, and 3 professional persons in the central office in Harrisburg. 

In addition to the above, I believe it is worth while noting that Governor 
Lawrence has designated the department of public welfare as the agency to 
take responsibility for Pennsylvania’s activities around the 1961 White House 
Conference on Aging, and the secretary of public welfare has asked the office for 
the aging to carry out that responsibility. A governor’s committee on the aging 
which held public hearings throughout Pennsylvania and reported its findings 
was also staffed and housed in my office. 

As an office concerned with the problems of the aging, we take a broad view 
and develop relationships with other departments of the commonwealth in an 
attempt to marshal the various forces which can serve the needs of older people. 
In this respect we are at once a convener and a gadfly, a catalyst, and an 
advocate. . 

Because I feel it is important, I would like to take just another moment to 
coniment on the particular value of governmental organization for the aging 
being attached and part of an operating Cabinet department. 

The growth of commissions and committees for the aging with operating 
responsibilities represents to me an alarming perversion of the traditional and 
appropriate use of independent commissions. Independent commissions are 
utilized and necessary where independence is important, and indeed essential. 
Regulatory agenices concerned with public utilities, transportation. and liquor 
control freq iently are located in independent commissions and quite appropri- 
ately in view of their quasi-judicial nature. Special problems which may be 
scrutinized by a one-time investigation are often appropriately lodged in special 
commissions which can take an independent view and examine the various in- 
terests involved. Examples of these are the reorganization, efficiency, and econ- 
omy commissions on government, commissions to study our judiciary, or com- 
missions to codify or reorganize statutes, ete. However, the administration of 
operating programs for the aging falls into neither of these two categories. 
Ongoing operating programs for the aging are appropriately the function of the 
executive branch. If we feel that the problems of the aging are of sufficient 
significance to require programing and attention from the executive branch of 
the Government, then they deserve to be located well within that executive branch 
and as part of the regular machinery of the administration with well-defined 
function. It is substantially easier to bring about a variety of programs for 
older people through the normal relationships which have already been estab- 
lished both within and among the several departments of the Commonwealth 
than to start with an independent commission in the limbo of bureaucracy. 
Commissions which allegedly coordinate and carry on programs of their own, 
do so, it appears to me, as a part of, but not truly within the operating framework 
of State government. Their coordination and operation is almost entirely by 
consent and without the kind of recognition which placement within a depart- 
ment with operating responsibilities provides. In other words, I feel that the 
Pennsylvania pattern or organization has something very distinct and reason- 
able to offer in an approach to State activities for the aging. 

Next, I would like to comment on what we are finding relative to both insti- 
tutional and noninstitutional programs for aged persons in Pennsylvania. 

Typically, the agencies providing direct service to older people approach the 
problems of older people with a remarkable lack of precision. Older people who 
become known to agencies and need help have a wide variety of problems which 
can be met in a wide variety of ways. It requires some skill to distinguish 
between a health need served best through institutional care and one best served 
by home medical care, or to distinguish between the need for decent housing 
with friendly visiting and casework service, and the need for boarding home 
care. Because we do not approach the aged with the objective of making a 
precise social diagnosis, we do not develop precise prescriptions, and thereby 
make known and understood the various program gaps. We rely upon a few 
relatively simple solutions of institutional care and financial assistance although 
they are among the most costly and least productive in terms of the number of 
persons whom they reach and optimum ways of serving them. 

In the last 3 years Pennsylvania has seen the number of beds available in 
public, private, and nonprofit institutions rise from 37,402 to 42,371 or approxi- 
mately a net increase of 5,000 beds. This increase took place during a period 
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of what is generally acknowledged as tough enforcement. The new beds represent 
an investment of between $30 to $50 million for construction and equipment 
alone, not to mention the personnel required to staff these facilities. 

During a comparable period of time there has been virtually nothing invested 
in the initiation of new, community-based programs for the aged. 

There have been no new organized home medical care programs. 

One new homemaker service has come into being. 

There have been but two or three day-care centers started, at least two of 
which are on a part-time basis. 

There has been no great upsurge of voluntary agency activity for the aging. 

There have been no additional consultants on aging appointed to health and 
welfare councils. 

And yet it is through the community services that we should anticipate mak- 
ing an impact. 

There are, to be sure, many agencies which provide some services for older 
people, but there are few, if any, to which an older person can come with in- 
come, housing, health, and recreation problems to receive not only referral to 
an appropriate agency, but the social service supervision to follow through on 
the case and take responsibility for marshaling and coordinating the services 
to meet his various needs. 

There are agencies which seem to vie for portions of the older person, ready to 
treat his heart disease, his arthritis, his cancer, and his diabetes, but there is 
little effort to pool the resources to treat the whole man in an efficient and rea- 
sonable fashion. None of these agencies may be able to afford comprehensive 
home medical care programs by themselves, but might be able to accomplish a 
program together. 

We have some skilled people. We have a variety of instruments which could 
be utilized with proper organization, staffing, and funds. But I do not see a 
trend developing. 

This is my first point: 

We do not invest in community services for the aging to any substantial degree 
in Pennsylvania, either through voluntary, private, or public resources at our 
command. Weare obsessed with an edifice complex. 

As concerns institutional care of the aged and aging, the most striking charac- 
teristic in Pennsylvania is the almost, and I emphasize the word “almost,” uni- 
versal failure to provide institutional care for older people consonant with 1959 
knowledge about programs to meet the sociomedical needs of the chronically 
ill aged in institutions. 

Of the 900 institutions I have supervisory responsibility for, there are less 
than a dozen which are organized, staffed, equipped to implement a philosophy 
of rehabilitation, physical restoration, and maintenance of function of sick, aged 
persons. We find very few facilities providing casework service; very few pro- 
viding organized activity programs; very few providing physical therapy pro- 
grams, or even utilizing the consultative services of a physiatrist. There are 
very few who bring to the medical program of the facility the consultant services 
of a psychiatrist, neurologist, internist, gynecologist, urologist, and the whole 
host of medical specialists which the problems of the older person demands. 

Most of the homes do not have professional direction, or organization for care 
which embodies modern concepts and the full range of therapies. Too frequently 
the community, the professions, and, I fear, at times the regulatory agencies are 
satisfied with care that keeps patients clean, warm. in a relatively fire-safe 
building, well fed, attended by nursing staff keeping proper medical records. In 
3 years I have received less than five complaints about the lack of activity thera- 
pies, rehabilitation program, or restorative programs. 

The serious deficiencies in institutional care derive, I believe, from a satis- 
faction and complacency by the community with providing a high level of custo- 
dial care which exciudes concepts of meeting psychosocial needs and provision 
of rehabilitation and restoration. We feel that our legal machinery is adequate, 
and aside from severe staff shortages which limit our ability to supervise and 
consult we have a wide range of programs for institutional development. How- 
ever, we encounter limits in setting standards far beyond what the community 
will support, regardless of modern knowledge. 

Other problems flow from this basic one. A major question, of course, is 
financing and how much the public, private, and voluntary agencies are willing 
to spend for good care. At this moment we are in the midst of a cooperative 


study with the U.S. Health Service to determine the costs of providing long-term 
care in Pennsylvania. 
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Another problem is one of staffing. There is a considerable problem in at- 
tracting staff to work with the chronically ill in institutions. Perhaps the insti- 
tutional care of the aged is a low-status occupation. 

Still another gap is the absence of any substantial amount of research into 
institutional care. 

All of these stem from a basic attitude tantamount to rejection. 

This, then, is my second point: The standards of care in institutional facilities 
area farcry from what modern-day knowledge can offer. 

The corollary to the first and second points is a simple one. We do not utilize 
our institutions properly. Without a network of services in the community we 
cannot do so. 

I do not know whether we need any additional nursing care beds in Pennsyl- 
vania. I am certain that there are thousands of beds slept in tonight in the 
institutions we supervise that could be freed if we had homemaker services, if 
we had appropriate housing, if we had day care centers, if we had casework 
service, etc. 

If I were to select one area that requires expanson and one in which invest- 
ment would show the greatest return and capital growth, I would recom- 
mend a grant-in-aid program for the aged and aging, parallel to the com- 
munity mental health act and Federal child welfare service funds, to stimulate 
local community projects on the aging. I would further recommend that this 
program be administered by and through agencies dealing with the aged in- 
dividual as a whole person, rather than through chronic disease units, heart 
programs, cancer programs, ete. Such a program would lead to the develop- 
ment of services designed to maintain older persons in the community and there- 
by assure the utilization of institutions for appropriate purposes. Grant-in- 
aid programs geared to these objectives should be sufficiently broad to provide 
for training people working with the aging at the community level and should 
certainly include grants for research in community programing. 

I wish that I could have appeared before you with a recitation in detail of 
the massive attack which we have made on the problems of the aged and aging 
in Pennsylvania. To be sure, the Department of Public Welfare has taken a 
great many steps through its various units: 

Public assistance grants for old age assistance have higher maximums than 
grants in the other assistance programs and have now approached minimum 
standards of subsistence. 

A major piece of research on characteristics of older persons seeking mental 
hospital admission is underway through our office of mental health. 

A reception center program has been established in Philadelphia for pread- 
mission screening and alternative placement for admissions to mental hospitals, 
and is of substantial benefit in placement of many aged persons. A similar type 
of program is now being planned for the Pittsburgh area. 

At the local level there have been some truly remarkable points of progress. 
Certainly Allegheny County is to be congratulated for its leadership in the kind 
of concern it has expressed for the chronically ill aged through the establish- 
ment of the internationally famous John Kane Hospital. 

There have been forces at work and we are proceeding apace. I am proud of 
what we have been able to accomplish. However, I would be less than honest if 
I told you that measured against the problems, we have come up with sub- 
stantial solutions. The basic problems of enough money to live on, the struggle 
to stay well in later years, a decent place to live, and something meaningful to 
do are still with us in a large degree. 

It is my deep and abiding hope that this study by your subcommittee will 
produce the swift and certain action that the problem requires. The time for 
making surveys is fast running out. Your committee, through hearings such as 
these, will have a major impact in focusing the spotlight on the problems of 
the aging and aged and arouse the conscience of the community to do something 
about them. 

Thank you. 


Senator Crark. Now, Mr. Shirk, what can you tell us about fair 
employment practices for the aged ? 
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STATEMENT OF ELLIOT M. SHIRK, EXECUTIVE DIRECTOR, PENN- 
SYLVANIA FAIR EMPLOYMENT PRACTICE COMMISSION 


Mr. Suirk. Senator Clark, a while ago the Honorable Elmer Hol- 
land was seated beside you and I wanted to comment, whether appro- 
priate for the record I am not sure, that when Congressman Holland 
was a member of our senate, he was one of the anchors to the windward 
in the period of storm that raged through the ship of state when the 
matter of enacting civil rights legislation or fair employment legis- 
lation came before the general assembly of our Commonwealth, and 
I just want to pay tribute to the vivid role he played at that time. I 
know there were others, but his presence there has just brought it 
back vividly to mind and I wanted to speak to that effect. 

Senator Ciark. I am sorry he is not here to hear your encomium 
but he will be back this afternoon, and we will tell him. 

Mr. Suirk. Thank you. 


FAIR EMPLOYMENT PRACTICE FOR OLDER WORKERS 


We are back now, Senator, on the more specific problem of employ- 
ment for older workers, and of course the fair employment practice 
commission, as well as having responsibility in respect to prohibiting 
discrimination in the relationship of people because of race, religion, 
and nationality, has responsibility to administer a provision pro- 
hibiting discriminaton because of age at least insofar as people of 
40 to 62 years of age are concerned. 

Senator CLarK. But you do not deal with those over 62? 

Mr. Suirk. We cannot by statute, unfortunately, or with those 
under 40, who also have a problem, and it does restrict our effectiveness. 

I think in view of the time limit that the only thing that will be 
unique and significant to this committee is a report to you as to the 
experience of the Pennsylvania Fair Employment Practices Com- 
mission in respect to whether or not the employment rights of older 
workers are constructively served by formal legal restrictions or en- 
forceable legislation as contrasted to an educational effort without 
compulsory features. 

Senator CLiargk. Was Pennsylvania wise in including in its FEPC 
legislation the category of aged and aging workers? Is this the place 
to put it? In addition to which, should it be put anywhere ? 

Mr. Surrk. That is one of the two major questions that always 
comes to us from States that are considering legislation in this field. 
In that respect you may recall that the proponents of FEPC legis- 
lation did not consider the inclusion of an age provision to be appro- 

riate. They feared it was a parliamentary maneuver to confuse the 
issue and discredit the campaign for fair play irrespective of race, 
religion, and nationality. 

I want to report that our actual experience in 314 years of operation 
is to the contrary of our fears. We are not able to assess exactly the 
benefits to older workers because of this restrictive legislation but 
we do know that the combination of the two programs, one against 
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race discrimination, and the other against age discrimination, has 
not proved that there is a necessary contradiction in the performance 
of the two functions under one administration. But I do hasten to 
emphasize that unless such an administering agency has adequate 
funds to pursue the different techniques that are required in dealing 
with the two types of programs, that neither one of them can be accom- 
plished or carried to commending achievement. 

Senator CLark. You have not the adequate funds, have you? 

Mr. Suir. No, not even to fulfill our mandate in respect to racial 
and religious restrictions. 

Senator CLark. What was your budget for the last biennium ? 

Mr. Srimx. $112.0 ny a year; for the 2 years, $225,000, as contrasted 
to $700,000 or more for the New York Commission for 1 year alone. 

Senator Ciark. I think that answers it. 

Mr. Spector has a question he would like to ask. 

Mr. Srecror. When we were up in Boston a couple of weeks ago the 
chairman of Massachusetts Commission Against Discrimination in- 
dicated that under their antiage discrimination legislation they had 
only had about eight complaints a year on the average for the last 10 
years. I wondered what your ae e was here. 

Mr. Suirk. Ours has been a little bit more formidable, Mr. Spector. 
At the outset there were not so many because you had 10 years of 
education in respect to the race question and we were immediately 
inundated with complaint in respect to that. 

But the matter of age was new and there were no organizations 
such as the NAACP and others to bring this matter forward and 
register complaints. But now we have handled some 239 age com- 
plaints, notwithstanding that slow start, or about a third of our case- 
load has been because of age discrimination. 


DISCRIMINATION IN EMPLOYMENT 


Senator Cuark. You do not have any doubt in your own mind that 
there is widespread and prevalent discrimination in employment be- 
cause of age in Pennsylvania, do you? 

Mr. Suirk. We have no doubt at all. We were led to believe at 
first that the paucity of age complaints indicated that the restrictive 
or regulatory approach wasn’t needed seriously. We had to revise 
our concept of that. 

Sentor Ciark. I would hazard the empirical guess that not one- 
quarter of the employable elderly people in Pennsylvania have any 
idea that there is a State agency which is supposed to prevent them 
being discriminated against on account of age. Would you think 
I was wrong? 

Mr. Suir. Maybe the number is greater, through we have done 
our best to distribute thousands of statements throughout the State 
advising the worker of his rights. Our experience verifies your ob- 
servations. 

EFFECT OF AGE LEGISLATION 


Right now we have under process about 70 cases which indicate 
conclusively that private employment agencies are receiving dis- 
criminatory job orders because of age and that a countless number of 
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industries are placing job orders that exclude persons over 30 years 
of age. The ceiling, of course, varies with the company. There is 
no question that this condition obtains and we feel there is need for 
restrictive legislation—that volunteer action is not enough to eliminate 
discriminatory advertising such as, “Young man wanted only,” or 
“Young woman only.” It is only because there has been an enforcible 
measure on the books that our advertising in Pennsylvania has been 
cleaned up and you will not find so much of it. Nev ertheless, there 
continues a definite and rank disregard of the value of the older 
worker. 

Senator CLiark. To summarize your thinking on this subject, Mr. 
Shirk, would you say that the statute under which you operate needs 
amendment and the appropriations under which you operate need 
to be increased ? 

Mr. Suirk. Correct; because in too many instances the older per- 
son coming to us has been 39 and under or 63 or over and the definition 
of an older worker by law is 40 to 62. Therefore, our ability to help 
has been cut down greatly. There needs to be a redefinition of the 
older worker, so we are not confined in our assistance as we are now. 

Senator CLark. How high would you go in an age group ? 

Mr. Suir. I would be disposed, as it is true of some other States, 
not to indicate any arbitrary age at all but to determine it entirely on 
merit and ability of the individual. 

Senator CLark. Do you think it would be desirable to have what 
are called “more teeth in the law”? 

Mr. Suir. Well, sir, we are proud that in Pennsylvania teeth are 
not stubbed; they are rather sharp; and if we had the money and the 
staff to proceed, we do not lack for authority. 

Senator CLark. This shows my own ignorance. Are the enforce- 
ment provisions as vigorous in terms of discrimination by reason of 
age as they are by reason of race? 

Mr. Suirx. Exactly the same. It is a token penalty if the matter 
reaches court. A prison term of 30 days if the individual is found 
guilty, or up to $500 fine. 

Senator CLarK. Well, you do not want it too tough. 

Mr. Suir. We have never gotten to that point. 

Senator CLark. Thank you very much, Mr. Shirk. 

At this point, your formal statement will be made a part of the 
record. 

(The prepared statement of Mr. Shirk follows :) 


PREPARED STATEMENT OF ELLIOrrT M. SHIRK 


Mr. Chairman, I wish to express the appreciation of the Pennsylvania Fair Em- 
ployment Practice Commission for this opportunity to describe the experience of 
our commission in dealing with the problems of employment and the older worker. 
The Honorable William L. Batt, secretary of the department of labor and in- 
dustry, has described the program being carried on by units in that department 
to promote the employment of older persons. As Secretary Batt, indicated, the 
fair employment practice commission has responsibility for administering State 
legislation prohibiting discrimination in employment on account of age. The 
Fair Employment Practice Act adopted by the Pennsylvania Legislature in 1955 
specifically prohibits certain discriminatory practices by employers, employment 
agencies, labor organizations, and others; provides for investigative procedures 
and enforcement powers; and specifies particular educational responsibilities 
for the elimination of prejudice and discrimination. The act declares that an 
individual’s opportunity to obtain employment according to his qualifications 
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without discrimination because of race, color, religious creed, national origin, 
or age is a civil right. In the matter of age, the act specifies that persons between 
the ages 40 to 62, inclusive, may seek the services of the commission in instances 
of alleged employment discrimination. Where bona fide pension and retirement 
plans are in effect; however, their provisions are not superseded by the terms 
of the PFEPC law. 

To extend fair employment practices, the commission has received, initiated, 
investigated, and adjusted complaints of unlawful employment practices. Veri- 
fied complaints have been adjusted by conference, conciliation, and persuasion. 
To date, there has been no recourse to public hearing or court procedure. In its 
educational program, the commission has prepared various information mate 
rials, has promoted the use of films in cooperation with the State department of 
public instruction, and has maintained an effective working relationship with 
the State advisory board on older workers. In some communities, members of 
the commission staff are working with community leaders who represent the 
commission on local advisory councils in the development of a concentrated pro- 
gram for the promotion of fair employment practices. The advisory council 
brings together the employer, those responsible for employment training, and 
those who make up the present and future work force so that available and poten- 
tial manpower skills may be properly trained and utilized. Conference and 
consultative services of the commission have been made available also to busi- 
ness firms and to groups in other communities on a limited basis. 

Since the primary interest of the subcommittee is in the problems of the aged 
and aging, may I review and interpret for you, briefly, the experience of our 
commission in investigating the employment problems of older workers. 

To date the commission has received 237 cases involving alleged violations of 
the age provisions of the act, which it should be pointed out is the smaller frac- 
tion of the total cases filed. Discrimination because of race generally is the 
charge. 

Among the age cases 98 were reported violations in employment advertising 
by newspapers or advertisers. In these employment advertising cases, 87 viola- 
tions have been found and adjusted, 3 cases are under investigation, and the 
other 8 were dismissed by the commission. 

The balance of age cases (139) were filed against employers for the following 
reasons: to hire (41), failure to promote (8), dismissal (18), unlawful recruit- 
ment (43); against employment agencies for refusal to refer (31) and for 
accepting unlawful job orders (2); and against a labor union for denying 
referral to employment (1). 

In disposing of 53 of these cases the commission established 1 case of dis- 
crimination by an employer, and 2 cases of violation by employment agencies. 
The balance of cases were dismissed when the charge was not established (29), 
for lack of jurisdiction (12), and when the complainant withdrew or failed to 
proceed (9). 

Among the 86 active cases, still in process, commission staff have verified 
charges that employment agencies have refused or failed to refer older persons 
in 29 cases. In 42 cases it has been determined that employers have placed 
unlawful job orders with employment agencies. Many of these cases are in 
adjustment and will be reviewed by the commission in the next 2 months. 

Certainly this is a limited case experience which will not permit any con- 
clusive interpretation pinpointing all the factors involved in the problems of 
employment and the older worker. The experience is sufficient, however, to 
help throw some light on the two major questions which have followed the admin- 
istration of a fair employment practice law wtih enforcible provisions covering 
both race and age. 

The first of these questions is this: “Are the employment problems of older 
workers resolved as effectively in combination with a program enforcing prohi- 
bitions against discrimination resulting from differences in race, religion, and 
national origin, as they would be by means of a separate or independent effort 
against age discrimination?” 

The second major issue or question is: “Are the employment rights of older 
workers best secured or served by formal legal restrictions or enforcible legis- 
lation as contrasted to an educational effort without compulsory features?” 

These two questions are nearly always put to us by States contemplating 
legislation in behalf of older workers. 

On the matter of combining programs against discrimination because of age 
together with an operation to prohibit discrimination because of race and re- 
ligion ; the experience of Pennsylvania is this. 
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The proponents of standard FEPC legislation in Pennsylvania had no idea of 
advocating the inclusion of the age provision, in fact, they recommended against 
this inclusion when the subject was proposed by others. The chief supporters of 
this civil rights program, including the labor organizations, took this position. 

The State council for FEPC which was largely responsible for the passage of 
the legislation held out strongly for two independent operations, one for the 
benefit of those experiencing discrimination because of their race, nationality or 
religious beliefs, and the other for the benefit of older workers. At that point 
the proponents of straight FEPC in its traditional sense were convinced that the 
inclusion of the word “age” was just another parliamentary and political ma- 
neuver to hand supporters of the FEPC one more setback in the campaign that 
had gone on session after session at Harrisburg over a period of 12 years. It 
appeared to them to be an effort to make the administration of the FEPC pro- 
gram so complicated as to discredit the entire crusade against discrimination. 

The actual experience of the FEPC in 3% years of operation has demonstrated 
that the inclusion of the age feature in the FEPC bill was not an injurious 
addition. Whatever the degree of help to workers 40 to 60 years old may have 
been, it must be admitted that the inclusion of the age provision has not been 
harmful to the overall administration of the antidiscrimination program. 

Furthermore, it can be said honestly, insofar as Pennsylvania is concerned, 
that the more spontaneous popularity of the older worker situation produced 
votes for the combined legislation that would have been lost to straight FEPC 
legislation. In fact, the enactment of Pennsylvania FEPC law at the time it was 
passed is closely associated with the support given the program for the older 
worker. 

In summary of this point, there is nothing necessarily contradictory in admin- 
istering a project for older workers and for minority workers in combination. 
However, the successful administration of both together is not possible without 
considerably greater financial support than would be necessary if one type of pro- 
gram were conducted alone. 

As to whether legislation creating legal prohibitions against age discrimina- 
tion is advantageous or otherwise, as contrasted to a straight educational effort, 
the experience of the FEPC points to the following : 

Because of the provision covering age, there has been almost a complete elimi- 
nation of newspaper advertising limiting applications to the younger categories 
of workers. Application forms for employment which excluded older workers 
from 40 to 62 years of age have been corrected to a significant extent so that 
many qualified workers within these older brackets may now apply where they 
eould not before. There is no doubt in my mind that requiring nondiscrimina- 
tory employment forms in newspaper help wanted advertising has improved the 
climate for older workers and helped eliminate some of the mechanical barriers 
which hinders their employment privileges. Some of the objectionable termi- 
nology which has been eliminated is illustrated by the following: “Young Man 
Wanted,” “Young Secretary Wanted,’ “Only Those Between 18 and 30 May 
Apply.” This change is one produced basically by compulsory law rather than 
by voluntary action. 

Although the commission has received good cooperation from many individual 
employers and large employers in the adjustment of recruitment violations and 
has obtained ready agreement to comply with the spirit and purpose of the 
act, new complaints now under investigation reveal that rank disregard con- 
tinnes with respect to the value of the older worker. We have in hand now 
nearly 70 cases under investigation which show that private employment 
agencies are accepting discriminatory job orders in terms of age and that an 
unnumbered group of industries and business houses are placing job orders 
which exclude the older worker. Undoubtedly, the force of law is needed to 
bring such practices to an end. In other words, the assumption reached at 
the beginning of the FEPC operation to the effect that the few complaints 
filed because of age meant that the major effect of this type of law would be 
as an impetus to educational programs rather than the application of enfore- 
ible measures, is not necessarily valid. The fact that few complaints were 
filed gave the misleading impression that a need for enforcible action did not 
exist. Actually, the moment that the FEP commission could assign staff to give 
fuller attention to employment practices in the area of older workers, the pres- 
ence of violations became pronounced. In other words, the accountability to 
law remains an important factor toward breaking patterns of discrimination 
which influence the rights of the older worker adversely. 


a: 
me 
23 


Bigrisisra 
ra 22s 22 


rears ef 











658 THE AGED AND THE AGING IN THE UNITED STATES 


The above is not intended to indicate that restrictive legislation is the primary 
solution to the problem. Whether we are deaiing with employment discrimina- 
tion because of race, creed, origin, or age, our experience, and that of other 
State FEP commissions as well as the President’s Committee on Government 
Contracts, make it clear that the case or compliance approach does the job of 
eliminating employment discrimination piecemeal and falls far short of the 
total program required. Community cooperation and educational procedures 
are essential. 

Here, too, education and information without proper focus are not too effective 
in bringing about the rapid changes in policy and practice which are needed. 
Since the outset of the commission's program, films and information materials 
on the FEP act on how to establish and carry out a policy of fair employment, 
on how to file a complaint, ete., have been sent by the thousands to those affected 
by this legislation. Although some employers, unions, employment agencies, 
community organizations and individuals have used this information con- 
structively, our case experience would indicate that many who are seeking 
workers, as well as persons seeking employment, do not understand or properly 
use the services and benefits of the FEP program. ; 

The enactment of the fair employment practice law in Pennsylvania set 
another milestone in our State’s attempts to insure equal opportunity for all 
its citizens. This legislation has established a public standard for the treat- 
ment of individuals as we develop our manpower resources. In order to gain 
wider understanding and acceptance of this standard, we know that our program 
must involve more and more citizens at the local community level. We have 
already seen significant changes in attitude and in employment patterns where 
even a single staff person is made available to assist community advisory 
councils. Because of our limited budget and staff, our active community pro- 
grams are not adequately serviced nor have we been able to assist some 20 
other communities in which organizations have requested this program. The 
basic responsibility for eliminating the artificial and discriminatory barriers 
that result in waste of manpower reside in the local community but the persons 
who suffer under these discriminatory patterns look to the State and Federal 
Government for their redress of grievances. 

We believe, therefore, that government should serve as the catalytic agent to 
bring together the forces of the community to focus attention and action on the 
discriminatory employment patterns which exist. 


Senator Crark. I wonder if you gentlemen would be interested in 
addressing questions to each other or comments to the Chair as a 
result of the testimony of your colleagues on the panel? Mr. Block. 

Mr. Buock. It is rather difficult in private industry unless they go 
through an employment agency to prove age discrimination in the 
employment of any individual. Applications are taken from all but 
they are not necessarily processed for employment in the fashion 
or manner received. 

Senator CrarKx. How do you think that could be handled as a prac- 
ticalmatter? It is largely educational, is it not? 

Mr. Brock. It is educational. 

Senator Crark. How could you crack down on an employer under 
the circumstances you have just outlined ? 

Mr. Brock. I do not know how you could get a disclosure unless 
you could get a listing of applications by number showing the time 
that they were filed. 

Mr. Suirx. Senator, that is the way we proceed. We obtain the 
records of the company and review the applicants who were successful 
and those who were not. We look to see if there is a pattern indicated 
and how consistently an older person is eliminated from consideration. 

Senator Crark. Thank you very much, gentlemen. At this point 
we are including in full the statement of Dr. Regis Downey, superin- 
tendent of Mayview State Hospital. P 

The subcommittee will be in recess until 1:30. 
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(Whereupon, at 12:55 p.m., the subcommittee was recessed, to recon- 
vene at 1:30 p.m. the same day. ) 
(The prepared statement of Dr. Downey follows :) 


PREPARED STATEMENT OF Dr. ReGts F. DowNry, MAyvieEw STATE HOspPIirAt, 
MAYVIEW, Pa. 


As the chief administrator of a State mental hospital with 3,060 patients, 
serving the city of Pittsburgh proper, I do not feel qualified to give categorical 
replies to the questions posed in your letter. From our vantage point it would 
appear that three of the major problems in this area are: (1) Dearth of potential 
placements for those aged individuals without interested relatives and friends 
who are in need of supervision because of their inability to recognize their 
social and physical needs; (2) absence of institutions such as nursing homes and 
county homes to care for those individuals who require more or less constant 
supervision, but whose disability is not of such severity as to require hospital- 
ization in the State hospitals, the general hospitals, and the county hospitals; 
and (3) inadequate facilities for the detection of, and treatment of, ordinary 
physical ailments. 

It is trusted that the following observation and the recommendation made will 
be helpful to the committee and the community. The role of the public psychi- 
atric hospital in the solution of the general problem of the aging citizens is 
nebulous. This is the result of a failure to define responsibility and in this 
area, a dreadful inadequacy of provisions to care for the senile population. 
Thus, the public hospital in this Commonwealth, instituted to care for and treat 
the insane, is burdened with all types of geriatric problem cases. The Mayview 
State Hospital with a rated capacity of 2,450, and a patient population of 3,000 
plus have allocated 1,082 beds for care of the senile patients. In spite of this, 
there are currently 100 patients over the age of 65 years on the waiting list, some 
of which applications were made more than 6 months ago. In the 2-year period 
(1957 and 1958) 504 patients over the age of 65 were admitted. Diagnostically, 
they ran the gamut from the old person without a home to the mildly confused 
individuals without interested friends and relatives, and those persons whose 
major problem was serious physical illness, to the frank psychotic. Of this 
total number admitted there was a relatively small percentage who could be 
declared insane, if the term “insanity” was applied in its strict sense. Of the 
total number it was possible to return less than 10 percent to the community. 
A clinical estimate indicates that 40 to 60 percent did not require hospitalization 
in a public psychiatric hospital 3 weeks after their admission. 

Our experience indicates that many would not have required admission had 
there been instituted measures to correct physical ailments such as malnutrition, 
diabetes, hypertension, and cardiac decompensation ; or had there been a hospital 
to care for chronic invalids and an institution for those mildly confused whose 
chief difficulty was social and interpersonal problems in their home. 

It is our belief that in attempting a solution of the problem of the aged and 
aging, we should be aware that: 

(1) Institutional care per se is not bad, and if properly administered can 
provide an environment in which many senile persons can fine contentment. 

(2) Such institution, even where 24-hour supervision is required, may well 
be the most economic method of care. 

(8) Any aged individual in a home where there are two or even three 
younger generations, it is highly likely that there will be interpersonal dis- 
locations which largely defy adjustment. 

(4) More extensive and earlier medical care is mandatory. 

(5) Foster home placement for the senile is limited because of problems 
cited in subparagraph 3 above. 

(6) The State hospital is far from the ideal institution for the large 
majority of the population they are currently forced to admit. 

The Commonwealth of Pennsylvania has in the past 3 years assumed respon- 
sibility for the senior citizens with psychiatric problems in the Philadelphia area. 
There is currently before the legislature now in session a request to purchase 
the Tuberculosis League Hospital in Pittsburgh, Pa. There is an additional 
allocation for renovation and operation of this hospital as a geriatric screening 
center. Plans call for 120 in-patients with facilities for complete medical study, 
expanded social services, and psychiatric help. Included in the plans is a day- 
care center for 80 aged individuals whose supervision during the ordinary working 





r 


ret srRAeirTty 
Se aed oe 


660 THE AGED AND THE AGING IN THE UNITED STATES 


hours poses a problem. Anticipated for the future in connection with this center 
is a completely staffed outpatient service to provide followup medical supervision 
and treatment, and psychiatric help for those individuals in the senile group 
who are considered medically indigent. 

From the State hospital standpoint it would appear that it is imperative that 
some political subdivision assume responsibility for the aged and the aging. It 
would appear that the long hassle as to who is responsible for what has resulted 
in an inertia which has served only to intensify this national dilemma. 


AFTERNOON SESSION 


(The subcommittee reconvened at 1:30 p.m., upon the expiration 
of the recess. ) 

Senator CLarKk. The subcommittee will resume the hearing. 

I have just received a telegram from Senator John F. Kennedy, of 
Massachusetts, who regrets very much that he cannot be here today. 
Senator Kennedy is a very interested member of this subcommittee 
and has an outst: ‘anding record in the Senate in support of measures 
to improve the conditions of the aged in the country. 

We have two more panels of witnesses, each of whom has been 
allotted slightly less than an hour, and at the expense of being a little 
bit arbitrary I am trying to push it ahead as quickly as we can so we 
can get to the individual statements as soon as possible. 

I see we have three panels, and not two. 

I do hope the senior citizens in the audience who want to be heard 
will be patient. We will get to you just as soon as we can, and I will 
stay here as long as necessary to hear you out, within the time limita- 
tions we will have to impose. 

Our first panel this afternoon consists of Dr. Joseph T. Freeman, 
chairman of the Commission on Geriatrics, Medical Society of the 
State of Pennsylvania; Mr. Matthew K. Gale, Sr., administrative vice 
president of the Medical Service Association of Pennsylvania; Dr. 
Daniel Bee, chairman of the board of trustees of the Medical Society 
of Pennsylvania, Indiana; Mrs. Lora B. Pine, assistant executive di- 
rector, Allegheny County Board of Public Assistance; and Mr. Sol 
Stetin, vice president and regional director of the Textile Workers 
Union of America, Newark, N.J. 

Did Mr. John Feigel come in? 

Dr. Freeman, will you be the leadoff man for us? 

Dr. Freeman. Yes, sir. 

Senator Crark. I think all of you gentlemen and Mrs. Pine know 
our procedure, which is: Please do not read your statement. Please 
hit the high spots and we will give you each an opportunity to speak 
and then, of course, question you to the extent that seems desirable. 

Doctor, will you proceed in your own way, please. Your formal 
statement will, of course, be made a part of the record. 

(The prepared statement of Dr. Freeman follows :) 


PREPARED STATEMENT OF Dr. JosEPH T. FREEMAN 


Since 1954 the Commission on Geriatrics of the Medical Society of the State 
of Pennsylvania has studied the financial needs of medical care in individuals 
over age 65. This arose as a natural part of a comprehensive investigation of 
all aspects of the aging population. 

It was readily apparent that a distinction had to be made between the very 
large percentage of the population that is aging and the rather small percentage 
that is aged. Even more, it was obvious that medical indigency and irremediable 
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illness, in even a lesser number of the latter group, was responsible for urgencies 
which were being used illogically to influence features in the much larger number 
of normal older individuals. The commission concluded that if an equable 
scheme of financing comprehensive medical care at retirement could be found 
within the dynamic economic framework of the United States, distortions in 
normal medical and social progress due to population changes could be avoided. 

The proposal of the “Prepare plan” for financing medical costs in the aging 
have neither been accepted nor rejected in its present form by any organized 
medical group. Although it is the product and general opinion of the commission 
on geriatrics of this State society, this is only one of many possible plans which 
could be advocated. 

There is a degree of urgency in that some appropriate changes must be made 
to measure up to the expansion of a population which is living longer and, 
generally speaking, in better health. This is associated with the fact that there 
has been a shift in emphasis from the treatment of diseases already present to 
the prevention of diseases by measures already known or in the process of 
investigation. 

This plan was prepared by the members of the commission. Although the 
membership has changed over the years, the commission consisted of the follow- 
ing active members in 1958: Joseph T. Freeman, M.D., chairman; Roy Goshorn, 
M.D., Herbert Bacharach, M.D., J. Russell Sweeney, M.D., Stanley Smith, M.D., 
and Harry Klinger, M.D. Since 1954 the study and proposals have been in- 
debted to Dr. B. Frank Rosenberry, chairman of the Council on Scientific 
Advancement of the Medical Society of the State of Pennsylvania, for direction 
and cooperation. 


THE PREPARE PLan or FINANCING MEDICAL CARE AFTER AGE 65 
INTRODUCTION 


It is estimated that the population is increasing at the rate of 5,000 persons 
per hour and that by the A.D. 2000 there will be 5 billion persons on this earth. 
More than 15 million persons or about 8.5 percent of the 175 million persons in 
the United States have reached the age of 65. This group is increasing at the 
rate of more than 1,000 persons daily or almost 400,000 per year. About 55 
percent are women. 

In 1900 the average person lived 2% years after retirement. By 1960 it is 
estimated that he will live almost 10 years after retirement. 

The rapid increase in population, together with the greater chances of survival 
by females, longer periods of retirement and other factors indicate the need 
for active planning. 

Programs for the health care of the older person cannot be successful if 
clustered around the magic number 65. This will cause us to fall far short of 
the needs for the next 50 years. It is necessary to think of the health re- 
quirements extended to the next century, of the young worker and his wife who 
are in their twenties now. This worker probably will retire in a world much 
more populated and complex and might expect a survival of 10 to 15 years before 
decease. A way must be found for that expectant population to develop means 
to provide for health needs after retirement. This must be adequate to include 
those people at or nearing the age of retirement now, which is an immediate prob- 
lem. This urgency, however, must not overshadow long-term plans nor abbreviate 
future concepts in terms of current limitations of vision. 


A. RECOMMENDATIONS OF THE AMERICAN MEDICAL ASSOCIATION 


The Commission on Aging of the American Medical Association, at the com- 
pletion of its first vear of studies, concluded (1) that there should be a general 
extension of the methods of private health insurance into older age; and (2) that 
there should be a voluntary reduction of medical charges by physicians for older 
individuals below a certain income level. 


(1) Extension of private insurance 
Every effort to extend private insurance methods of medical care to the aging 
in a free enterprise society should be encouraged. Nothing could be more para- 
doxical than a State-paid, tax-supported medical structure for older persons as 
a welfare package in a competitive economy. Such insurance, however, must be 
comprehensive. 
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The term, “health insurance,” is quite broad. The fact that a steadily in- 
creasing number of older persons is obtaining such coverage can be misleading. 
(Some health insurance has been obtained individually. Other forms have been 
earried over from employment. Unions and industry have extended their plans 
into the retirement years.) Some policies are so expensive in relation to what 
they return, and the returns are so limited in relation to total medical essentials 
as to render them “health insurance” more by title than in fact. 

Limitations of typical health insurance methods can be summarized as— 

(1) Frequent restrictions of health insurance payments primarily to hos- 
pital charges resulting in an added burden on already strained facilities. 

(2) Assumption that actuarial premium payments are within the scope 
of many individuals who are retired and who require this type of coverage. 

(3) Establishment of rates at an age 65-and-over actuarial level which 
necessarily must be higher than if funds had been permitted to accumulate 
for this period of life from earlier years. 

(4) Lack of adequate provision for nonhospital medical, diagnostic, and 
therapeutic needs. 

(5) Lack of financial allocations for basic convalescent and restorative 
medical care. 

(6) Inadequate consideration for the financial needs of the irremediable 
supervisory home type. 

Although there can be no quarrel with the concept of comprehensive medical 
insurance for the aging and aged (really two distinct problems), there must be 
a great deal of discussion as to how older individuals can pay for comprehensive 
policies. Finding a financial method may require changes in traditional points 
of view. If economic distortions are to be avoided, a way of permitting the 
older individual to prepay medical costs must be elaborated. This requires an 
equable long-range plan based on lifetime income rather than on retirement 
income. To this end, an essential step is to have a clear idea of the goals of 
adequate health protection after age 65 and the methods of paying for such care. 


(2) Voluntary fee reduction 

The proposal of a voluntary reduction in fees for older individuals with an 
income below certain levels could lend itself to difficulties. Fees based on income 
are not necessarily valid, because many older individuals with low or no personal 
income are taken care of by their children or from other sources. It seems to 
infer that the physician already responsible for the health care should assume 
a part of the financial burden of the medical care of some older individuals, 
relieving families and social agencies of their normal responsibilities. The 
use of a financial measuring mark sets a standard of charges that does not recog- 
nize regional and sectional differences, physician status, and nature of medical 
problems involved. 

The proposed reduction in fees for routine medical care is so little on the aver- 
age as to give it more of a moral than a financial value. 

It would set a precedent by which pressure could be made on all aspects of 
older age health, including hospital costs, nursing care, drug bills, health aids, 
und other medical charges, to scale fees down on the basis of age regardless of 
the actual economics of the individual situation. It would require critical inves 
tigation of patient income levels which physicians are not prepared to undertake. 

Traditionally physicians have made voluntary adjustments according to need. 
A stratified fee reduction infers that these sacrifices have not been made or even 
that there is an organized pian to cancel these altruistic measures. 

Medical fees are only a part of the problem. Unilateral voluntary reduction 
in fees by physicians would not touch medical home-nursing care, supervisory 
home care, diagnostic procedures, general health screening, and a host of other 
essentials in proper health management. Such a fixed plan probably could initi- 
ate demands for cross-the-board reductions which would end in increasing rather 
than resolving some of the financial problems involved in comprehensive health 
eare. 

Medical destitution, or medical indigency, on investigation, are more likely to 
be due to extra medical rather than direct medical costs. 

In summary, the proposals of the American Medical Association are based on 
assumptions that utilize the lowest level of insurance protection, at high cost, 
with limited coverage, associated with undue demands on the physician that 
could extend to other features of the economics of the elderly. 
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Important supplements are: 

(1) Routine home and office medical charges. 

(2) Routine out-patient and in-patient diagnostic charges. 

(3) Comprehensive hospital, surgical, and medical costs. 

(4) Routine outpatient rehabilitation charges. 

(5) Nursing home convalescent and restorative care aimed at the return 
of the patient to his normal environment after recovery. 

(6) Arrangements for permanent supervisory care where indicated. 

(7) Anticipation of the actuarial situation after 65 with mutual-type in- 
surance started in the normal earning years. 

(8) Collaboration with the expansion of evolving blue plans. 

(9) Provisions for one of the greatest needs of the independent older 
person in the form of a medical catastrophe policy to avoid the depletion of 
the financial resources of the patient and his family which can convert a 
financially able person into a public charge. 

The evolution of private insurance methods for health costs in the elderly is 
necessary. Such methods help to insure a high level of controlled competent 
care. Although they must be more expensive if initiated after the individual has 
attained to age 65, they have the merits of volition, competition, and acceptance 
in the normal scheme of economic affairs. This is not the issue. It has been 
made to seem as if the medical care of the aging is a competition between govern- 
ment methods and private insurance. This is a misconception which has been 
abetted by confusion between the needs for institutional care for some ill 
aged and the normal health costs of those who are well and aging. 

The problem is not whether private methods can be effective and acceptable. 
The issue is: Where will the money come from with which an individual can pay 
for his total health needs after age 65? Obviously this is a far removal from 
the question: Can private insurance companies manage to develop methods of 
health protection including hospital insurance for this age group? 

The coupling of fiscal and social policy has been an obstacle to proper plan- 
ning. Difficulties will be avoided if these two features can be separated even 
though the common goal is the protection of the retired older individual. 


B. RECOMMEDATIONS OF THE COMMISSION ON GERIATRICS 


At the present time, those concerned with the health of the aged are advancing 
two major methods for financing this care. The AMA has taken the position 
that voluntary health insurance companies will offer any type of insurance if 
there is a demand for it and if it is actuarially sound. It points out that the 
growth of this type of insurance has been phenomenal in the past few years. 
Difficulties to this type of approach have been pointed out. On the other hand, 
labor unions and certain governmental officials elected or appointed call for 
2 comprehensible governmental health program. 

Neither of these approaches can provide the type or amount of care conistent 
with our way of life and philosophy of government. However, whether accep- 
table to the individual physician or not, one outstanding fact about our na- 
tional economy cannot be minimized or overlooked: that is the place of social 
security. Millions of our citizens have accepted social security as a normal part 
of lifetime planning, and use or will use its insurance payments as a part of 
their retirement income. With the growth of private retirement plans of various 
types, the number of individuals who must depend entirely upon social security 
payments will decrease. 

It is the feeling of the commission on geriatrics of the Medical Society of the 
State of Pennsylvania that neither voluntary health insurance nor a compulsory 
governmental health insurance program are the complete answer to the long- 
range problem of providing the financial backing for medical care after retire 
ment. Instead, it seems logical to develop methods which utilize existing facili- 
ties and to make certain that the systems that are developed will have adequate 
supervision by the medical profession. 

Several years ago, this commission proposed a plan whereby an individual 
could prepay all of his medical costs occuring after retirement by actuarially 
determined deductions from his salary volitionally through the 45 vears of 
his normal working span. This was submitted to the house of delegates of the 
Medical Society of the State of Pennsylvania which considered the plan, elimi- 
nated the recommendation that it utilize the mechanisms of social security, 
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and sent it to the American Medical Association for further study. This re- 
sulted in a disapproval of the plan for the following reasons: (1) it was in- 
consistent in attempting to combine voluntary health insurance with a com- 
pulsory social insurance program; (2) such a plan would be too difficult to imple- 
ment; (3) there was a lack of adequate statistical data; (4) the period of 
time in which voluntary health insurance plans had attempted to cover special 
segments of the population had been too short; (5) it is becoming more apparent 
that larger numbers of the aged are becoming covered by health insurance; 
(6) there was an inability of an OASI correlated plan to provide assistance to 
those older people most in need. 

All of these objections are debatable. For the most part, they are based on 
the methods of health coverage. The Pennsylvania proposal is limited, as a 
matter of fact, to the way in which the funds were to be collected and reinforced 
every proper procedure in a free economie system as to how these funds were 
to be utilized. 

Since a structure of economic protection had been elaborated in the old-age 
and survivors insurance plan, with rules of collection, and limits to amount of 
withholdings, it was thought that this clerical and bookkeeping structure might’ 
be utilized as a collection medium of the special deduction for comprehensive 
medical coverage after age 65. This Federal agency would be limited arbitrarily 
to the mechanics of collection, void of administrative or other regulatory 
privileges except those essential to efficient collection. 

The basis of the plan is that an individual working with coverage under 
Federal social security may elect to participate in a preretirement, postemploy- 
ment voluntary payroll deduction for comprehensive health care. The deduction 
would amount to an extra one-half of 1 percent from the salary of the employee 
matched by an equal amount from the employer. The maximum would be 
equal to the maximum earnings on which OASI deductions are permitted. 
Thus, if OASI deductions are permitted up to $4,800 per annum, the maximum 
special health coverage deduction would amount to $48 annually (one-half of 
1 percent or $24 from the employee and one-half of 1 percent or $24 from the 
employer). Even if there were no changes in the future in maximum income 
susceptible to OASI deductions ,the 1 percent or $48 would amount to approxi- 
mately $2,200 in a normal working life. Normal accruals would appreciably in- 
crease the amount in the equity which would be earmarked unequivocally for 
comprehensive and total medical coverage for the individual when retired on 
his social security insurance. In this way, economic and medical savings, 
separate though banked through the same agency, would be the combined bul- 
wark of older age to prevent either general or medical causes of destitution. 

On retirement the accrued special medical fund would be applied to— 

(1) Payment of private health insurance premiums, including Blue Cross 
and Blue Shield. 

(2) Payment of private physician charges at levels established by regional 
agreements. 

(3) Supplementation of hospital costs for unusual situations. 

(4) Payment of premiums on medical catastrophe policies. 

(5) Payment for ancillary medical costs in home nursing care, restorative 
medical procedures wherever applied, and medical diagnostic charges. 

(6) Payment of convalescent home costs. 

(7) Payment of permanent supervisory home care charges. 

(S) Return of the unused portion of this fund to the employee's estate 
in the event that he does not survive to use up the paid-in amounts. 

There are two alternatives. One is the multiple competitive insurance plans 
spreading across the country. The other is a federally created and guaranteed 
system of health insurance with features alien to most aspects of the national 
economic scheme. In other nations, historically, the latter method has developed 
with results too recent for evaluation without distortion. The prepayment OASI 
collection arrangement is one adequate method of defeating trends which are 
appearing more frequently. It is also a financial method of underwriting a 
system of comprehensive health insurance on a volitional basis utilizing private 
insurance outlets in the normal pattern of the United States. Attempts to join 
a philosophy of personal medical care and_ social protection to the national 
repository of individual savings funds (old-age and survivors insurance), as 
proposed in such measures as the Forand bill, are out of focus. There is a 
danger that proper resistance by organized medicine to this and similar measures 
may lead the profession into the identical error of confusing medical ideas and 
needs with fiscal methods. 
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The influence of custodial home thinking on Federal Government action indi- 
cates the impact of this type of pressure. There are 500,000 people out of 15 
million older individuals in the United States in approximately 25,000 various 
custodial facilities. Although only 3% percent of the aged or less than three 
per thousand of the complete population are involved, custodial home thinking 
and planning tend to dominate many approaches to medical care of the aging. 
Although not justified, it has been made to seem as if this were the greatest need 
of the aged in the Nation. There is an obvious need, a short-term essential, for 
this relatively small group. This should not be permitted to be a lever by 
which all aspects of health care in an aging population can be forced into a new 
and illogical mold. This is only one, although an important one, of the factors 
blocking the concept of a comprehensive financial arrangement for the medical 
eare of the total aging and aged population. It will take a generation to resolve 
the splintering of thought and the compounding of economic errors that derive 
from such welfare viewpoints. 

The commission on geriatrics of the council on scientific advancement of the 
Medical Society of the State of Pennsylvania hopes that its proposal will be 
offered for consideration to the appropriate body of the American Medical 
Association. It is basic in this presentation that there be a distinct under- 
standing of voluntary methods of insuring medical costs after age 65 in a com- 
prehensive fashion and the method of collecting the money with which to pay 
such costs. Methods of health insurance in the United States must be in the 
context of a free enterprise system. Money for such policies can be collected in 
an equable fashion through a worker’s productive years. Costs of medical care, 
anticipated and saved for through this span, could be established at a lower 
annual figure, permitted to accumulate productively to establish capital, and 
become a normal part of lifetime planning. 


C. PROPOSED RESOLUTION 


Whereas the proposal of the commission on geriatrics of the Medical Society 
of the State of Pennsylvania is based on methods of collecting money during the 
normal working life of 45 years for comprehensive medical coverage after age 
65 ; and 

Whereas these financial arrangements will support the normal methods of 
private medical insurance for all health costs after retirement; and 

Whereas no comprehensive method of financing medical costs after age 65 
that has been proposed is deemed to be adequate in comparison with this plan; 
and 

Whereas medical costs by definition are matters primarily of finances; and 

Whereas the plan of old-age and survivors insurance is an integral part of the 
economic system of the United States ; and 

Whereas medical insurance costs for the retirement years can be based on 
actuarial levels lower than those based on past age 65 figures: 

Therefore it is proposed : 

(1) That the American Medical Association review the proposal whereby an 
individual from the start of his working life, upon the receipt of a social security 
number, be permitted to assign an extra one-half of 1 percent of his income up 
to the maximum permissible under OASI, matched by an equal amount by his 
employer, collected by a special section of the OASI system, in an earmarked 
fund for his total medical costs after retirement. This voluntary preretire- 
ment postemployment method of preparation consists of a prepare plan based 
on the folowing: 

Pre retirement elective plan of acquiring resources for expenses of retire- 
ment medical costs=the PREPARE plan. 

The mechanics of the plan is to use the clerical and bookkeeping structure of 
the OASI. This agency would serve as a nonpolicy making, banking repository 
of the collected funds without administrative privileges in the collection or 
disbursement of the health funds. 

(2) That the worker who does not choose to utilize the mechanism of the 
old-age and survivors insurance arrangement might be afforded the opportunity 
to buy health bonds. These bonds in the same amount as the OASI deductible 
figures and matched by an equal amount by the employer would be redeemable 
for premiums of health insurance only on retirement. The method of funding 
these bonds could be determined by a new Presidential Commission or by joint 


or several action of private insurance companies, banks, or even through the 
postal system. 
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(3) That such moneys or bonds shall be available for— 

(a) comprehensive health insurance; 

(b) hospital costs exceeding amounts afforded by Blue plans or hospital 
policies ; a 

(c) general medical office fees, including all forms of surgical and medical 
charges; 

(ad) diagnostic charges; 

(e) restorative convalescent care ; 

(f) supervisory home care; 

(g) auxiliary medical costs, such as premiums for catastrophic health 
insurance in which the basic health insurance would be responsible for 
the initial amount and the special policy for the difference up to the greater 
amount. 

(4) That if survival does not occur to retirement age or if decease occurs 
before the accumulated funds have been utilized, the balance shall become a 
normal part of the decedent’s estate. 


A PROFILE OF DATA FOR THE PREPARE PLAN 


In a population in excess of 175 million in the United States in 1959, more 
than 15 million or about 8.5 percent have reached the age of 65 years. 

There are 34 births per 18 deaths annually. 

World population is increasing at a rate of 5,000 per hour. 

The aging increment in the United States is increasing at a rate of 1,000 
daily of whom 550 are women and 450 men. The proportion of females is 
rising due to the fact that there are 137 male deaths for 100 female deaths. 

The world population at the start of the 20th century was a little more than 
1% billions. This had risen to 2.7 billion by the midcentury, and is expected 
to be 5 billion by the end of the present century. 

In 1900, life expectancy at the age of 40 was 25 years, and the number of years 
of survival on the average after retirement was 214 years. Although there has 
been only a slight average increase in life expectancy after age 40 in this half 
century, retirement survival after 1940 had risen to 5 years by 1960, close to 10 
years. This quadrupling of retirement prospects is a combination of longer 
survival and average earlier retirement. 

Of the older individuals about one-third of the women are married, 70 percent 
live with families, and approximately 5 percent are employed. On the other 
hand, two-thirds of the men are married, 80 percent live with family, and over 
40 percent are working. 

About 1 million older persons live in institutions, hotels, or roominghouses. 

The large majority of individuals receiving old-age and survivors insurance 
are past the age of 65. Approximately 10 million people by 1960 will be receiving 
these insurance benefits and the number is increasing at a rate of 50,000 per 
month. “OASI beneficiaries comprising as they do such a large proportion of 
the total aged of the United States, can be considered representative of all 
the total aged and retired persons; their health problems are the health 
problems of the aged in the years of retirement.” Whereas there is and will 
continue to be a rise in the number of individuals on OASI, there is little 
change in the number of people on welfare funds, OAA, or old age assistance. 
The former is replacing this welfare program in a sound economic fashion. One 
in five people on OAA is receiving supplementary aid in addition to the OASI 
payment presumably because coverage under the latter had not had time for 
maximum payments. The characteristics of relief-supported individuals gen- 
erally are different than those who have prepaid their economic costs in full 
OASI coverage, and such OAA recipients must be handled in a separate category. 
People on OASI reflect the general nature of the aged population. This indi- 
cates that data based on these people is valid for the entire group, and suggests 
that their method of economic provision may be a method whereby comprehensive 
medical costs in the same years can be achieved. 

Chronic impairments of health of variable degree is an accompaniment of 
longer survival. Below age 50, about 100 out of every 1,000 persons has a 
chronic disease. Above the age of 65 approximately 363 people per 1,000 have 
a chronic gross handicap on the basis of health. The incidence of chronic 
diseases (which are not necessarily a complete limitation on independent ex- 
istence) is 20 percent in those under age 35, 40 percent in those under age 45, 
and up to 60 percent in those who have reached the age of 65. Generally, 1 
person in 14 under age 65 has a chronic disease whereas 6 out of 10 people 
over age 65 have an identifiable chronic disease. At the extreme limits of life, 
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in the very aged years, practically 100 percent of individuals have physiologic 
limitations identifiable at pathologic conditions. 

One bed out of four in hospitals in the United States is occupied daily by 
an individual over age 65 despite the fact that this group comprises one-twelfth 
of the population. In various custodial facilities, 85 percent of the patients are 
older individuals. Out of more than 114 million hospital beds occupied on 
any one day in the United States, 300,000 will be older patients. In other words, 
2 percent of the aging population in this country is in a general hospital on 
any one day. These figures do not include those in special facilities such as 
custodial homes, mental hospitals, and the like. In another figure, 1,000 per 
100,000 population of all ages occupy general hospital beds whereas in those 65 
years and over, the occupancy rate is 2,000 per 100,000. About 5 people per 
100 of the general population are unable to work on any one day due to illness. 
In those 65 years of age and over 15 per 100 are incapacitated. 

Although the aging generally enter a hospital facility less frequently than 
the general population, once admitted, average stay is more than twice that 
of the general population. The result is that whereas average hospitalization 
amounts to 120 hospital days per 100 people of all ages per year, in the aging 
there are about 175 hospital days per 100 people annually. In the use of medical 
commodities, men between ages 65 and 69 require about 5 medical visits a year 
as compared with 3.5 visits for individuals age 30 or less. Among visiting nurse 
facilities, over 50 percent of all calls are made on older individuals. Paren- 
thetically, aging people who continue to work spend fewer days in hospitals 
than nonworkers, which is to be expected since the former probably have less 
illness, among other reasons. In addition, aged persons covered with hospital 
insurance enter hospitals more frequently but do not remain as long as those 
who are not protected. This has some bearing on what the situation would be 
if hospital costs were underwritten by the Federal Government. Not all hos- 
pital occupancy is due to old-age illness or incapacity. Some is due to the fact 
that the older individual has no place to go. The creation of specialized housing 
and convalescent units automatically will lessen this load, and reduce the 
demand for the building of expensive hospital beds with their higher maintenance 
costs. 

Three out of four individuals who enter hospitals stay less than 30 days. 
This emphasizes the fact that in the fourth person, a special “catastrophic” 
insurance policy which meets the difference between costs covered by the pre- 
payment arrangement and unusual costs far in excess of average hospital charges 
is one of the most important, and most neglected types of geriatric insurance. 

Although the average older person visits a physician one or more times annu- 
ally (true or 75 percent), 1 in 10 requires hospitalization annually. In this 
light, health insurance limited to part of the hospital costs falls short of the 
needs of total medical accommodation. It can be assumed that better office 
and home care facilities will lessen the need for hospitalization. Entrance to 
hospitals often serves as a compensating mechanism for other inadequacies in 
plunning for the health care of the elderly. 

Average national expenditures for medical care amount to about 5 percent 
of the national income. Older individuals with reduced income are more likely 
to be the recipients of adjusted charges, family support, and other forms of 
medical care supplementation. When all of these are added up, most older 
people are fairly able to meet their routine medical expenses. Whether or not 
they are getting the degree and type of medical care required is less certain. 
It is reasonable to assume that if there were extensions of prepaid health in- 
surance to the retirement years, more older individuals would seek medical 
care, and if funds were available, would receive it in larger measure. “Although 
older persons are more frequently ill than others in the population, they have 
less money to buy medical care and fewer opportunities to obtain such care on 
a prepaid basis.” Not only is there a lessening of their status as active mem- 
bers of the social community in which pay-as-you-go is normal, there are hin- 
drances inherent in older age which tend to bar receipt of a full measure of 
modern medical attention. In addition, in a large number of instances, the 
older person who becomes delinquent in medical payments may find it im- 
possible to catch up. Two possibilities would eliminate these several possibili- 
ties. One is that an older individual be afforded the opportunity of prepaying 
medical care for his postemployment years. The second is that forms of 
insurance, regular and catastrophic, be available in working and retirement 
years with which medical indigency can be avoided. Failure to appreciate this 
fact has forced the following conclusion, published in “The States and Their 
Older Citizens”: “The chief reliance of older persons for support outside of 
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their earnings is less on their savings, property, and children, and more upon 
Government through social security legislation, veterans’ pensions—and upon 
employers—through public and private pension plans. Adult children per 
fzmily are fewer in number and less able and willing to assume support of 
their parents.” In addition the reduction in capital savings by the need for 
high taxes of every variety lessens the possibility of creating an adequate 
income-producing structure for older years. The forced savings of the OASI 
are coming to substitute for former volitional savings. 

In the United States an increasing number of individuals 65 and over are 
covered by voluntary health insurance. As recently as 1952 only 26 percent 
were covered by voluntary noninstitutional types of medical insurance plans. 
In 1953, this rose to 31 percent; in 1955, 39 percent; and by 1959 had exceeded 40 
percent. Major industries have played an important part in these trends. For 
example, one steel company has the following arrangement: “Life insurance 
may be carried into retirement at the full amount, but not to exceed $25,000. 
The retired employee’s monthly premium is at the same rate of 48 cents per 
$1,000. The retired employee and his wife also may have hospital and surgical 
benefits during the retired employee's lifetime. Such arrangements are judicious 


combinations of the volitional and compulsory and exceed the common types’ 


of average purchasable health insurance coverage. 

There are some interesting medical figures. In 1953 average medical costs 
for women amounted to $80 and for men $51 annually. Persons over 65 paid 
13 percent of the money spent for medical care in the United States. The total 
of all medical costs per annum in this country exceeds $12 billion annually 
of which about $5 billion is paid to physicians. The remainder takes care of 
hospital charges, health insurance, dentistry, orthopedic appliances, and the 
like. A study of people covered by OASI reveals that only 1 person in 20 
retires voluntarily because of the accession of fixed retirement age of 65. 
Forty percent have such limitations of health as to require retirement. The 
remaining 55 percent generally would like to continue working although 20 per- 
cent could be eliminated from their customary job because of physiologic 
impairments. 

As to Blue Cross, over 52 million people are covered, with the number in- 
creasing constantly. Such plans are having difficulties due to rising national 
costs of all kinds that are depleting reserves, as well as by the need to provide 
for the rising number of older individuals who can continue their premiums if 
permitted. Actually, less than 10 percent of people covered by Blue Shield 
are over 65. Some were never covered: some could not continue payments; 
and some were barred by age. This is a rapidly changing scene as the various 
Blue plans seek to extend their coverage to this segment of the population. 
As far as average health insurance, less than one-third of all medical costs 
are within the bounds of the average policy. Aside from Blue plans, there are 
commercial insurance plans, industrial retiree insurance, prepayment plans, union 
arrangements, private resources, as Well as the continuation of a certain number 
of older people in adequate employment. 

Average medical costs are not the issue; only 3 percent of the old will not 
see a physician because of medical charges. Of the rest, 80 percent can take 
eare of their charges, and the remainder are treated free or under some ad- 
justed form of medical consideration. 

Preparation for medical costs in older age falls into three categories. The 
first is average medical care which is inclusive of medication, physicians’ charges, 
hospital insurance, and various health accessories. The second is hospital care 
which consists not only of charges covered by the average type of hospital in- 
surance that avoids depletion of personal capital, but also of catastrophic-type 
policies which protect against “medical” indigency. The third consists of post- 
hospital requirements, which is a mixture of medical and custodial care. It is 
in this particular instance that the greatest breakdown of personal protection 
oceurs. 

In the methods of meeting these categories there are several approaches. 
The first consists of individual savings. The second consists of the purchase 
of voluntary health insurance in the employment years that will carry over into 
the post-employment years. The third consists of the elaboration of health 
insurance that is purchasable after retirement. The fourth consists of an 
adequate number of noncalculable aids, such as families, friends, unions, private 
resources of various types, and others. 

Over 5 million people in the United States are disabled longer than 3 months 
in any one year. The aged who comprise 1 in 12 in the population account 
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for 50 percent of these lengthy disabilities. As to custodial requirements, only 
1 older person in 16 enjoys this permanent arrangement. Many of these people 
are totally incapacitated physically or prefer an institutional type of care. A 
preponderant amount of money and care is expended on this small percentage. 
It is questionable whether an equal amount is being expended on the remain- 
ing 94 percent who by choice, nature, or chance live independently. The im- 
pact of this type of care extends far beyond that justified by the numbers 
and represents an ideal arrangement only for a small number of the total. 
The pressure for adequate medical care with proper supplementation for all of 
the aging and aged that require them must not be gaged by the service supplied 
in ideal custodial arrangements which can be uneconomic and unreal to some 
extent. 


STATEMENT OF DR. JOSEPH T. FREEMAN, M.D., CHAIRMAN, COM- 
MISSION ON GERIATRICS, MEDICAL SOCIETY OF PENNSYLVANIA 


Dr. Freeman. It is necessary to realize that in geriatrics, we are 
dealing with a rather unique group of people. We are dealing with 
people who are not gene! rally subject to public health disciplines. 
They are often not subject to withholding and income taxes. They are 
not always subject to average group disciplines. They are not neces- 
sarily exposed to normal health procedures; and often they are not 
subject to union negotiations. More particularly, in certain instances, 
they have not even ‘been subject to medical care from physicians with 
any particular training in the diagnostic and therapeutic considera- 
tions of the aging body. In brief, “this section of the population, for 
better or worse, usually worse, tends to be outside many of the spheres 
with which we as physicians deal daily. 

In 1954, the commission on geriatrics of the Medical Society of the 
State of Pennsylvania undertook a study of the financial costs of 
medical care of the aging. In my opinion as a physician, there are 
three fields in which a physician must be involved in geriatrics. One 
is medical education, which is inadequate. Second, is medical re- 
search, which has done only fairly well. Third is medical financing 
after age 65. 

We are interested in the 95 percent of the elderly who are trying 
to maintain an independent form of existence. The remaining 5 per- 
cent, in some form of custodial arrangement, for one reason or an- 
other, are dependent. On the basis of the ratio of 95 to 5, we think 
the custodial home tail should not wag the geriatric dog. 

The premise of our investigation is that medicine in the United 
States 1s practiced on a very high level. This is important to the 
economy of the country and to the natonal characteristics of the citi- 
zenry. This does not, however, mean a blind adherence to some an- 
cient form of medicine. We view the needs with the understanding 
that there is a changing pattern of disease in an expanding popula- 
tion, and these changes and expansion require new medical situations 
to meet them. This realization should eliminate the compulsive and 
possibly impulsive demand for arbitrary discard of effective medical 
methods. A comprehensive plan of medicine is influenced by the 
manyfold increase in the national income and the more than doubling 
of the national population in the last 50 years. 

There are two qualifications that have to be faced immediately. 
The first is that the growing medical problems can be met by an ex- 
pansion of traditional methods, such as private health insurance and 
additional health coverages. This is in sharp contrast to rising de- 
mands for comprehensive governmental health care. 
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The second is the question whether it is possible in the United 
States to speak of fiscal planning and social planning in the same 
breath. In most other nations, these two items are almost inseparable. 





FINANCING 





MEDICAL CARE (OAST) 


In an effort to resolve these conflicts, our commission has recom- 
mended a method of financing medical costs based on old-age and 
survivors insurance (OASI). The basis of our plan is as follows: 
that every worker who normally has a working life of an anticipated 
number of years, which is 45, would be permitted to prepay all of his 
medical costs after the age of 65 by an extra smal! charge on social 
security, equaled by the same amount by his employer. If by any 
chance he did not use this procedure he would be given the privilege 
of purchasing health bonds through an agency to be provided, these 
health bonds to be paid for in exactly the same amounts up to the 
total amount of the OAST deductible figures (one half to be paid by 
the employer and one half by the employee) and these bonds to ma- 
ture on retirement due to disability or age. The amounts which ac- 
cumulate in either form would be applied to the payment of compre- 
hensive medical costs on retirement. This would include home and 
office medical charges, hospital charges, hospital insurance, conval- 
escent care, rehabilitation care, and even, if necessary, ultimate super- 
visory care. 

The accumulated funds, in our opinion, would be deflationary and 
a purposeful saving on the part of the individual during his life cycle. 
It would invalidate the need for any type of governmental interven- 
tion in the American scheme of medicine. It would preserve normal 
methods of financing medical costs. It would encourage private hos- 
pital insurance such as Blue Cross and health coverage by insurance 
companies. It would keep control of the health situation where it be- 
longs, in the hands of trained individuals with a direct relationship 
to the medical profession. 

The old-age and survivors insurance plan itself would be limited 
simply to a clerical function. It would be the collection and disburse- 
ment agency, according to predetermined methods, under the direc- 
tion of a new administrative commission appointed by the President. 

In the event of decease the accrued amount would be returned 
to the individual’s estate as a lump sum. 

In an effort to popularize this concept, we gave it a name. We 
called it the prepare plan. “Prepare” spells out a preretirement, elec- 
tive plan of acquiring medical resources for retirement. There is 
often feeling that there seems to be a competition between government 
and the medical profession and sAdemedient agencies as to how med- 
ical care should be taken care of in older age. There is no such com- 
petition. The only competition is where will the money come from; 

who will disburse it ? 

Senator Cxiark. Let me interrupt you to ask you whether the 
feasibility of your plan does not depend on substantially full employ- 
ment over a long period of time of all employables in the United 
States. In other words, if you were to get a situation where we again 
had 12 or 13 million unemployed as we did during the 1930's, this 
would knock the spots out of the plan, would it not? 
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Dr. Freeman. No, not necessarily, because I think a nation’s em- 
ployment pattern rises and falls over a long period of time. If you 
think in terms of 45 years of work (actually the old-age and survivors 
insurance was started during a time of 10 million wnemployed and 
yet by now it is 15 years ahead of itself) , there is a tendency for high 
and low levels of employment to balance out in time. 

Senator CLark. Does that complete your statement ? 

Dr. Freeman. Yes. 

Senator Crark. Thank you very much, sir. 


ADEQUACY OF PHYSICIANS 


Let me ask you whether in your judgment the medical profession 
is staffed to be able to administer this plan 2 Have you got enough 
doctors ? 

Dr. Freeman. My prolog was on three lines: First, Federal re- 
search, which is inadequate; medical or other type of personnel, which 
will become inadequate; medical financing, which is inadequate. 

No, it is predicated on adequate education. The Federal Govern- 
ment has already stepped into this field. For example, Dr. Ewald 
Busse, Duke University, has received a grant of over $1 million, guar- 
anteed for 5 years for the study of germotology. One other medical 
school has received a similar gr: ‘ant. One-third of the medical schools 
in this country are in some way or other moving toward education in 
geriatrics. In Philadelphia alone we have two such courses, 

Senator Ciark. I understand. 

I was asking a more quantitative question, I guess, which is: As- 
suming this training going into medical schools and into interns and 
gr aduate work, is there not still a gross shortage of doctors to handle 
the health needs? 

Dr. Freeman. Dr. Bee can speak about that better than I, but I 
am quite sure that is not true at the minute. Projected into the 
future; it is a little different. 

Senator Ciark. Would you comment on the extent to which this 
plan differs from the Forand bill? 

Dr. Freeman. This plan would stop such movements as the Forand 
bill. The Forand bill would simply utilize the general tax structure 
to withdraw money from the general funds with which people over 
65, who are covered by social security, would have 60 hospital days 
or 120 custodial days without any charge to themselves. 

Senator Criarx. I think the Forand bill contemplates a contribu- 
tion in the secial security provision from both employers and em- 
ployees. 

Dr. Freeman. But the money for it will come out of the general 
social security structure, not ‘individual savings in OASI. It is 
important because one is inflationary and one is deflationary. In one 
instance the Government pays the cost and in the other one the indi- 
viduals do. 

Senator Ciark. I was pretty certain that the Forand bill included 
an additional contribution in social security from both employer and 


employee, and that is the principal way of financing the plan, which 
is the same as yours. 
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Dr. Freeman. The social security fund goes up automatically 
rather in addition to an additional increase under the Forand bill. 
This is compulsory, yet limited in its scope. The prepaid plan is elec- 
tive and « -omprehensiv e. 


Senator Ciark. There is a quarter-percent increase in the Forand 
plan by each. 

Thank you very much, Doctor, for an interesting proposal which 
we will certainly give careful consideration to. 

I guess Dr. Bee, you had better go next. 

Your prepared statement will be printed in the record in full. 

(The prepared statement of Dr. Bee follows:) 


PREPARED STATEMENT OF DANIEL H. Bes, M.D. 


Mr. Chairman and members of the Subcommittee on Problems of the Aged and 
Aging, I am Dr. Daniel H. Bee, a general practitioner of medicine, of Indiana, 
Pa. Iam chairman of the board of trustees of the Pennsylvania Medical Society, 
and I would like to present a brief statement expressing the sentiment of Penn- 
sylvania physicians concerning the single item of medical care for our aged 
population. 

The physicians of Pennsylvania welcome an opportunity to present to the 
U.S. Senate a clear and factual statement of the medical-care problems in 
Pennsylvania. 

We understand that the committee, as charged by Senate Resolution No. 65, 
will study four major areas, namely, employment of the older worker, housing 
and living arrangements, health and financing of medical care, and finally in- 
come maintenance. My remarks will be limited to the problem of medical care 
for the aged, as it is in this field that the physicians in Pennsylvania are most 
qualified to speak. 

The problem of medical care for the aged is not basically different from the 
care for any other segment of the population, with the exception that the time 
of healing is somewhat prolonged because of age. To physicians, all sick people 
are alike—whether they can afford to pay for their care or whether they cannot. 
My discussion today will concern primarily those who cannot afford to pay for 
medical and hospital care. 

Pennsylvania has had a long and meritorious, and even sometimes a distin- 
guished, history of supplying help to its needy and aged sick. Traditionally, 
hospitals, outpatient clinics, and practitioners of medicine have offered freely 
and generously, without limitation, their services in furnishing free medical 
eare to the aged and needy, with the help of generous philanthropic support 
from the citizens of the State. Moreover, during the past two decades, there 
has been a remarkable participation of Blue Cross and other hospitalization 
plans so that at present it is estimated that fully 80 percent of all Pennsylvanians 
carry some sort of hospitalization insurance. This voluntary participation has 
significantly increased the number of persons who are now paying in full or in 
part for the cost of their hospital and medical care. 

However, each year the hospitals in Pennsylvania, exclusive of the mental and 
tuberculosis programs, provide free care to some 165,000 medically indigent 
persons. In fact, more than 10.5 percent of all patients admitted to State-aided 
voluntary hospitals in recent years received free or part-paid care. This is 
accomplished through State and local programs. 

Our great need, therefore, in Pennsylvania is to augment nursing-home and 
convalescent-home care for those who are too ill to remain at home and not 
sick enough to require hospital care. Anticipating further increases in the 
number of aging persons, the problem of providing long-term institutional care 
for the medically indigent may well become a serious problem. Our State 
medical society has already called upon the State legislature to accept its 
obvious responsibility to provide for these people. Indeed, we physicians in 
Pennsylvania feel that each State should take care of its needy to the utmost 
limit of its ability, requesting Federal aid only when it is apparent that the 
State is no longer able to handle the problem. 

During the present session of our general assembly, a bill was passed to pro- 
vide that aged, indigent persons may be taken care of in foster homes at State 
expense. The Pennsylvania Medical Society supported this legislation through 
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its legislative bodies until enactment, and Pennsylvania physicians feel that 
this represents an honest approach to at least a part of the problem. In 1958 
the State department of welfare also began to pay for the care of the medically 
indigent in nursing homes in such cases where nursing-home care was indicated. 
This was made possible through a program of cooperation between the State 
and Federal Governments, working through the public assistance and public 
welfare departments of our State government. The medical profession approves 
of this mechanism and feels that it offers a logical approach to the medical care 
of these people. 

There are in Pennsylvania seven distinct types of institutional care for the 
aged and needy which deserve special attention. These are: (1) The 10 
medical and surgical hospitals operated by the Commonwealth of Pennsylvania ; 
(2) the Philadelphia General Hospital; (3) the 182 voluntary, nonsectarian gen- 
eral and special hospitals which in each biennium apply for and receive tax 
funds to help defray the cost of caring for the needy and/or aged sick; (4) the 
74 voluntary hospitals which do not receive State aid; (5) the 58 institution 
district homes or hospitals which are responsible for persons “requiring public 
care because of physical or mental infirmities”; (6) the 57 voluntary homes and 
agencies which will receive State aid; (7) the nearly 800 voluntary and pro- 
prietary nursing homes which, although they do not receive State aid directly, 
are reimbursed for care of State patients under the public assistance program. 

We would like to call attention to the fact that a significant number of these 
institutional programs operate, and have operated for many years, with the 
cooperation and active assistance of Pennsylvania physicians who often work 
without reimbursement, a duty which they are glad to assume in the interests 
of public welfare. 

I would like also to call the attention of the committee to the fact that every 
day every physician in the State of Pennsylvania provides free care, volun- 
tarily, willingly, and without thought of remuneration or public recognition, to 
many needy citizens. The cost of this, if assumed by the Federal or State govern- 
ments, would be so tremendous as to stagger the imagination. This service has 
been rendered since the beginning of our Commonwealth and will continue to 
be rendered as long as Pennsylvania citizens require care. 

In order to meet medical care costs, including the costs of providing free care, 
Pennsylvania medical institutions rely on four principle sources of income: 
(1) The patient's fees, including payments on behalf of the patients by Blue 
Cross and other hospitalization plans; (2) municipal and State governments; 
(3) endowments; and (4) Community Chest and other philanthropie contribu- 
tions. 

Since funds from these sources are seldom specifically earmarked for desig- 
nated purposes, it is usually difficult to assess the relative contribution of each 
in helping the institution to meet the costs of providing free care. Nevertheless, 
certain salient generalizations seem well established: (@) Patient payments in- 
cluding Blue Cross and other voluntary prepayment plans are by far the most 
important sources of income in all classes of voluntary hospitals; (>) tax funds 
are the principle sources of revenue in all Government-operated institutions. In 
the State-operated general hospitals and the county institution district homes 
and in the Philadelphia General Hospital tax funds constitute at least two-thirds 
of all income; and in the ease of Philadelphia General, the proportion is over 
80 percent. In fact, more than $23 million is spent annually by State agencies 
for care of the needy and aged sick in the form of public assistance medical 
payments, State aid to hospitals, payments by the school of medical assistance 
program, and operation of the State-owned general hospitals. In addition to 
the programs for vocational rehabilitation, services for the blind, crippled chil- 
dren, the tubercular, and the mentally ill require additional large sums. 

These figures must cause sober consideration by many States and many tax- 
payers, but if we consider the tremendous additional costs which will be added 
to the tax burden to supply funds for payment for strictly medical care in these 
same conditions and situations, which is now provided gratis by the physicians of 
Pennsylvania, I am sure that you can all realize the tremendous additional 
burden that would be placed on every one of us. 

We wish to maintain for the aged the incentive and the opportunity to continue 
to provide private health insurance coverage for themselves, at a cost Commen- 
surate with their ability to pay and in line with their evident present willingness 
to acquire such care for themselves without compulsory Federal intervention. 

Rather than take action as suggested by legislation such as H.R. 4700, which 
attempts to solve only a portion of the problem, we strongly recommend the 
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following: (1) Greater contributions by the Federal Government to the existing 
State medical care programs of the departments of health, welfare, and public 
assistance for the aged indigent; (2) expansion of the Hill-Burton program to 
provide communities with needed facilities or to augment existing facilities where 
the need is demonstrated; (3) effectual coordination of services and objectives 
by State agencies working on problems of the aged; (4) creation of new facilities 
whenever and wherever qualified surveys indicate; and (5) the increased use 
of ambulatory patient facilities in local hospitals. 

While the complete solution to the complex problems having to do with the 
provision of adequate medical care to the aged includes the problems of proper 
nutrition, housing, opportunities for gainful employment, and the myriad of 
other facets of the total problem, we have in our statement limited ourselves to 
only that part of the total problem which is under direct control of the medical 
profession. We do strongly urge, however, that studies in these other fields 
so important to the total solution be carried out without delay. 

Now gentlemen, to give you some concrete facts about the work of the Penn- 
sylvania Medical Society in striving to solve these problems: First, our com- 
mission on geriatrics has spent 6 years in studying the problem of financing ° 
medical costs in both pre and post retirement years. This study has been 
objective and indicates a need for intelligent planning during the working years 
for medical care in the post employment years. It cannot, however, support 
claims that older persons in general are crushed by great medical and hospital 
expenses beyond their means. 

The house of delegates is in the process of composing plans which will provide 
for a significant reduction in the cost of medical care to the “over age 65” group. 

Our commission on restorative medical services is engaged in a study of 
home-care services offered by the various voluntary agencies in Pennsylvania. 
Home care is important and will continue to show a steady increase in importance 
as communities learn what can be accomplished through this voluntary approach. 
Our immediate interest is the fact that care of these individuals outside the 
expensive complex of the modern hospital will result in savings not only to 
the community but also more suitable to the care of the individual as well. 

Other commissions of our council on scientific advancement have developed 
educational programs considering various aspects of the aging, particularly 
nutrition, and have presented them to the physicians in the State. Another com- 
mission is investigating the problem of tuberculosis in older persons. Also, 
another commission is concerned with heart diseases in older persons. 

Our county medical societies are engaged in similar programs patterned to 
needs on the local level. Liaison between the State and local groups will be 
increased sharply in the coming year as plans are developed. 

Pennsylvania physicians wish to acknowledge the valuable and continuing 
assistance of the people of the Commonwealth of Pennsylvania who are aiding 
so greatly in this task through their contributions to the voluntary health 
agencies which are doing such commendable work for the aged in the fields of 
the diseases of the chest, diseases of the heart, arthritis, and allied conditions. 

Pennsylvania physicians do have the facilities, the knowledge, and willing- 
ness to take care of every sick patient in the State of Pennsylvania, regardless of 
his ability to pay. 

It is our hope that these remarks may be of some aid to you in your de 
liberations. 

Thank you, gentlemen. 


STATEMENT OF DR. DANIEL H. BEE, M.D., CHAIRMAN, BOARD OF 
TRUSTEES, PENNSYLVANIA MEDICAL SOCIETY 


Dr. Ber. I am an officer in the Pennsylvania Medical Society, and 
I represent to a great extent the thoughts of the 12,000 physicians who 
are day by day engaged in taking care of these people, and I am going 
to distillate their thoughts to you today. 

I realize there are many witnesses to testify and I will summarize 
my statement in an attempt to make it brief. 

It is a matter of common knowledge that Pennsylvania has had a 
long and meritorious history of supplying help to its needy and aged 
sick, Traditionally, hospitals, outpatient clinics and practitioners of 
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medicine have offered freely and generously and without limitation, 
their services in furnishing free medical care to the aged and needy, 
with the help of generous philanthropic support of the citizens of the 
State, 

Moreover, within the past two decades there has been a remarkable 

participation in Blue Cross and other hospitalization plans so that at 
present it is estimated that nearly 80 percent of all Pennsylvanians 
carry some sort of hospitalization insurance. This voluntary par- 
ticipation has significantly increased the number of persons who are 
now paying in full or in part themselves for the cost of their hospital 
and medical care. 

Our great need in Pennsylvania is to augment nursing home and 
convalescent home care for those who are too ill to remain at home 
and not sick enough to require hospital care. During the present 
session of our general assembly, a bill was passed to provide that the 
aged, indigent persons may be taken care of in foster homes at State 
expense. The Pennsylvania Medical Society supported this legisla- 
tion and we feel that this represents an honest approach to at least 
part of the problem. 

There are seven distinct types of institutional care for the aged and 
needy that require special attention. 


PREPAYMENT FOR MEDICAL CARE 


Senator CLark. May I interrupt you to get your opinion as to 
whether you think an expansion of Blue Cross and Blue Shield can 
result. in satisfactory medical care for the aged in this State? 

Dr. Ber. I do, sir. 

Senator Clark. What are you going to do about the people who 
cannot afford it? 

Dr. Ber. I think there will have to be some prepayment, preretire- 
ment payment for medical care. I do not think it can be immediately 
picked up this month or this year or next year, but I think the plan 
can be worked out and we are way behind in this matter of having 
people prepare for their old age w hile still working. 

Senator Crark. I am somewhat concerned, conditioned by my 
familiarity with the many surplus labor areas in Pennsylvania, of 
which Fayette County, not very far from here, is the worst, where 28 
percent of the labor supply is unemployed and where we have had 
persistent and chronic unemployment for over 10 years. I would 
hazard a guess that the chances of Blue Cross and Blue Shield being 
very ef fective in taking care of the medical needs of people in that 
area were pretty slim. 

Dr. Ber. May I qualify my previous statement in which I gave a 
flat answer on Blue Shield? I mean very many voluntary plans i in- 
cluded 

Senator CLark. In essence there has to be some income out of which 
the insurance premiums can be paid through these voluntary plans. 

Dr. Ber. That is true. 

Senator Ciark. If you are thinking in terms of family income, I do 
not recall the figures offhand, but it is extraordinary what a high per- 
centage of American families have incomes of less than $3,000 a year, 
and I would not think those people would be able to afford what must 
seem to them to be the luxury of Blue Cross and Blue Shield. I 
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agree that for the middle income and upper income groups Blue Shield 
and Blue Cross are splendid assistance. My only point is that in my 
own experience the’spread of opulence in our country is not sufficiently 
wide; so we do have an enormous percentage of our population which 

“annot, and in the foreseeable future will not, be able to afford these 
voluntary plans of health insurance and medical insurance. 

Dr. Ber. In those low-income groups there is already a lot of medical 
care, the department of public assistance has already provided for that. 
1 know the Senator is well aware of that. 

Senator Ciark. It is there on paper. 

Go ahead, Doctor. 

NURSING HOMES 


Dr. Ber. Our great need in Pennsylvania is to augment nursing 
tana and convalescent home care than. These hospitals which I have 
previously mentioned are listed in my prepared statement and they 

range from the 10 medical and surgical hospitals which are oper rated 
by the Commonwealth to nearly 800 nonprofit and proprietary nursing 
homes which receive some State assistence. 

Senator CLark. What is your opinion on the contribution proprie- 
tary homes are making? First, do we need them and will we need 
them for the foreseeable future? And, second, are they doing a rea- 
sonably good job? | 

Dr. Ber. It 1s my opinion we need more of them and they are doing 
a good job. 

Senator Crark. Would you have any comment to make on Mr. 
Cohen’s testimony this morning in which he was pretty critical about 
the nonactivity of doctors in connection with the standards in nurs- 
ing home care ? 

Dr. Ber. Yes. I would be willing to accept part of his statement 
but I am sure you are aware that there is a distinct effort at present on 
the part of the Nursing Home Association in conjunction with the 
medical society to upgrade those institutions. 

Senator Crark. Yes, I think that is so and it is very encouraging. 

Dr. Ber. We would like to call attention to the fact that a signifi- 
cant number of these institutional programs operate with the co- 
operation and active assistance of Pennsylvania doctors who often 
work without compensation, a duty which they are glad to assume 
in the interests of public welfare. Contrary to publi ic opinion, physi- 
cians who treat medically indigent patients in hospitals are not 
reimbursed from any source. 

I would also like to call the attention of the committee to the fact 
that each day the physicians in the State of Pennsylvania provide 
free care, voluntarily, willingly, and without thought of renumeration 
or public recognition, to many needy citizens. The cost of this, if 
assumed by Federal and State Governments, would be so tremendous 
as to stagger the imagination. This service has been rendered since 
the beginning of our Commonwealth and will continue to be rendered 
as long as Pennsylvania citizens require care and their physicians con- 
tinue to function in an atmosphere that is free. 

Senator Cuark. It has been furnished ever since the days of Hip- 
pocrates, has it not ? 
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Dr. Ber. I think that is right, but I speak only of Pennsylvania. 
Senator CiarK. Hippocrates came along a little before William 
Penn. 

VOLUN 





NTARY HEALTH INSURANCE 





















Dr. Bre. We wish to maintain for the aged the incentive and the 
opportunity to continue to provide private health insurance coverage 
for themselves, at a cost commensurate with their ability to pay and 
in line with their evident present willingness to acquire such care for 
themselves without compulsor ‘y Federal intervention. 

Rather than take action along the lines of recent legislative pro- 
posals in Congress, which actually attempt to solve only a portion of 
the challenges that face us, we strongly recommend the following: 


Greater contributions by the Federal Government to the existing er 
State medical care programs of the departments of health, welfare, be 
and public assistance for the aged indigent; expansion of the Hill- “cy 
Burton program to provide communities with needed facilities or to os 
augment existing facilities where the need is demonstrated; a more as 


effectual coordination of services and objectives by State agencies, “it 
working on problems of the aged, and I think we saw here there was 
a tremendous lack of coordination; creation of new facilities, when- 
ever and wherever qualified surveys indicate, particularly in the area 
of nursing and convalescant home care; and the increased use of ambu- 
latory patient facilities in local hospitals. 

I would like to give you very briefly one concrete fact concerning 
the work of the Pennsy lvania Medical Society in striving to attain 
these goals. Just 3 days ago our house of delegates directed the es 
society's council on medical service and a Blue Shield to formulate i 
a new prepaid medical and surgical plan for those over 65 with > 
limited incomes and modest resources. ae directive has charged the o 
‘ 


aati 
a me 


eaerrevinrers 
























two groups with completing this assignment so a formulated plan may 
be approved by the board of trustees by March 1, 1960. i 

Pennsylvania physicians wish to acknowledge the valuable and con- - 
tinuing assistance of the people here in Pennsy lvania who are aiding 
so greatly in this task by their contributions to the voluntary health 
agencies which are doing so commendable a job of work for the aged 
in the fields of the diseases of the chest, diseases of the heart, arthritis, 
and allied conditions. 

We Pennsylvania physicians do have the facilities, the knowledge, 
and willingness to take care of every sick patient in the State of 
Pennsylvania regardless of his ability to pay. 

Senator Crark. That is a pretty broad statement, Doctor. 

Dr. Bre. It is true. 

Thank you. 

Senator CLark. Thank you very much, Doctor. 

I imagine in the course of continuity we had better ask Mr. Daniel 
G. Wray to speak next. 

Mr. Garr. I am Matthew K. Gale, pinchhitting for Mr. Wray. 

Senator Crark. Thank you. We are happy to have you here. 

Mr. Wray’s statement will be printed in the record in full. 

43350 
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(The prepared statement of Mr. Wray follows :) 
PREPARED STATEMENT OF DANIEL G. WRAY 


Mr. Chairman and members of the committee, I am Daniel G. Wray, assistant 
treasurer and actuary of the Medical Service Association of Pennsylvania 
(Pennsylvania Blue Shield). 

The primary purpose of our organization is to establish, maintain, and oper- 
ate throughout the Commonwealth of Pennsylvania a nonprofit plan whereby 
medical services, osteopathic services, and certain dental services can be fur- 
nished to the people of Pennsylvania. Since the time that our plan began opera- 
tions in 1940 the membership has grown from 268,000 to our present enrollment 
of 4,100,000 subscribers, or 36 percent of the present population of Pennsyl- 
vainia. Just as there has been a growth in our membership, there has been a 
growth in the programs that we have offered to the subscribers. In the begin- 
ning our contracts included surgical and obstetrical delivery services. As of 
today our medical-surgical contract includes not only the aforementioned serv- 
ices, but certain oral surgical services, in-hospital medical care for 70 days per - 
admission, radiation treatment services, consultation services, and home and 
office coverage for the wage earner. 

Further, through cooperation with the Blue Cross plans in Pennsylvania, we 
have recently made available to the general public anesthetic and certain diag- 
nostie services. Aside from our regular contracts, we have many enrolled under 
master contracts which are negotiated with employers. Such master contracts 
have benefits that vary from those as we normally offer them in order to meet 
the needs of such groups. These master contracts have provided and will con- 
tinue to provide a wonderful avenue for us in which to experiment with new 
coverage, with the ultimate aim of making such coverage available to all the 
people of Pennsylvania who so desire it. 

Our plan has always operated on a service basis. By the term “service” I 
mean that we have contracts with doctors who agree to accept our payment of 
eligible or covered services as payment in full, provided that subscribers are 
below certain income limits. In the beginning, the annual income limits as 
established were very modest. They were $1,560 for a single person and $3,120 
for a family. However, as the general economy of the Nation rose, our plan 
was responsive to the need of having higher income limits in order that service 
benefits would be more meaningful. At the present time, we have two plans: 
A and B. Under plan A a single person with an income of less than $2,500, or 
a family with less than $4,000 per year, is entitled to receive covered services 
without any additional charge by the participating doctors in our plan. Under 
plan B the same arrangement exists except that the income limits are $4,000 
for a single person and $6,000 for a family. Currently 14,219 of Pennsylvania’s 
doctors have contracted with us to provide service benefits. 

During the development of our plan as just outlined, we have also had a pro- 
vision that when subscribers left a group because of change in position, layoff, 
or retirement, they have always had and still do have the privilege of convert- 
ing, or continuing their membership with an individual contract for which 
they could pay the rate directly to our plan. As many of you know, this is 
ealled the conversion privilege. We are quite proud of this because we felt 
that we were helping people to continue to budget for their medical needs. At 
no time in our history has Blue Shield ever refused to continue a membership 
for a subscriber because of his age or the number of times that he has used 
benefits. 

Whenever people retired or converted to our direct pay contracts, at no time 
did we ever force them to take any limited contracts. For example, we know 
from experience that in-hospital medical care for people over 65 costs three 
times as much as for those under 65. But never have we reduced the 70-day 
veriod for in-hospital medical care as found in our medical-surgical agreement 
hecause of this. 

In our aim to keep rates for contracts or subscription agreements available to 
people when they retire, on a nonprohibitive scale, it has always been our policy 
to have a load factor in our rates for those actively employed. In other words, 
the rates that we have charged the latter type of subscriber have helped to sub- 
sidize the costs for the aged people who have continued their membership with 
us. To a certain extent we have suffered in a competitive way because this 
loading factor often made our rates somewhat higher than those of the com- 
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petition. But in spite of that, we considered that we have done a successful 
job in carrying out the primary purpose of our organization. 

In addition to all of the foregoing, we also have what we call a nongroup 
subscriber, one who has not been eligible to join through a group because he is 
self-employed, or is a member of a small group which does not lend itself to 
group underwriting. Therefore, we have permitted such people to join Blue 
Shield on a direct-pay basis. We have limited initial enrollment to persons 
under 65, but here again we have followed the same policy as for those in groups 
when reaching the age of 65. They have been allowed to continue their mem- 
bership. 

As a result of our liberal policy of no age restriction in groups combined with 
our continuing the membership of any enrolled person who reaches age 65 we 
now have more than 300,000 persons aged 65 and over enrolled in our plan. 
We are aware that there are an additional 700,000 such persons in Pennsylvania 
who do not have Blue Shield coverage. Among this additional 700,000 we know 
from correspondence we have received and discussions with labor and manage- 
ment representatives that many are anxious to have Blue Shield coverage should 
it be available to them. 

For the past several months we have been working closely with the Medical 
Society of the State of Pennsylvania in developing a program which would be 
comprehensive enough in benefits to substantially meet the doctor’s services 
while keeping the costs within the paying ability of the aged persons. Repre- 
sentatives of the Medical Society of the State of Pennsylvania will report on 
action they took this week at the annual meeting of their house of delegates. 

In summary, I would like to point out that— 

(1) Blue Shield with its service benefits in which over 14,000 Pennsyl- 
vania doctors participate is in a unique position to provide doctors’ care to 
aged persons of low income without additional charge from the doctor. 

(2) Blue Shield’s policies of not imposing age restrictions in groups and 
permitting continuation of membership without age restriction is currently 
providing medical care for a substantial number of the aged. 

(3) In cooperation with the Medical Society of the State of Pennsylvania, 
Blue Shield is expecting to make coverage available to all aged persons in 
the State. 

Thank you for letting us be heard. 


STATEMENT OF MATTHEW K. GALE, SR., ADMINISTRATIVE VICE 
PRESIDENT, MEDICAL SERVICE ASSOCIATION OF PENNSYLVANIA 


Mr. Gare. As most of you know, the primary purpose of our or- 
ganization is to operate throughout the C ommonwealth of Pennsyl- 

rania a nonprofit plan wher eby medical services, osteopathic services, 
and certain dental services can be furnished to the people. We are 
now 20 years old, and in that time we have enrolled 4,100,000 Penn- 
sylvanians, or 36 percent of the present population. 

Senator CLarK. What percentage? 

Mr. Gate. Thirty-six percent. 

Senator CLarkx. Are covered by Blue Shield ? 

Mr. Gate. Yes; Blue Shield. 


PENNSYLVANIA BLUE SHIELD 


We began in a small way because we are really pioneers in this 
field. We began 20 years ago and first offered surgical and obstetrical 
services, then ‘added inhospital medical and certain oral surgical serv- 
ices, and then within the last 4 months we have added diagnostic X- 
‘ay, certain diagnostic medical and anesthesia services, so now we 
have rounded out what we think is a medical program covering all the 
medical services the average person would need to be insured against. 


Senator CLarK. There are still, however, types of illness, bad health, 
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catastrophic illness, which your organization, frankly, does not pur- 
port to cover. 

Mr. Gate. That is correct. We go up to 70 days in the hospital or 
120 days or 180 with certain groups we have, but at the end of that we 
step out of the picture. 

Senator Ciark. It has been true, has it not, that unfortunately the 
cost of providing this service has turned out to be greater than orig- 
inally anticipated, so your experience has been one of constanly in- 
creasing premiums ? 

Mr. Gatr. We have not increased our rates generally since we 
started in business 19 years ago. If we charged 60 cents surgical, 
when we added oral surgery and several other services we raised 
it to $1.10. We have only charged the public for the cost of the serv- 
ices we have added. Our basic rate has been unchanged. 

Senator Ciark. I am probably confused by reading too many 
headlines. What is all the talk we have seen in the papers currently 
about the controversy with the commissioner of insurance on increases 
in rates and arguments with the hospitals? Has that all had to do 
with increased services ? 

Mr. Gate. No, sir; that is all Blue Cross. It has nothing to do 
with Blue Shield. 

Senator Crarx. I thought you were speaking for both. 

Mr. Gate. We are separate corporations In Pennsylvania, and I 
am speaking for Blue Shield only. 

Senator Ciark. Dr. Bee, who do you represent ? 

Dr. Ber. I speak for the medical society, sir. 

Senator CLrark. When we were discussing, you and I, this problem 
of complete medical coverage, I thought we were talking about Blue 
Cross and Blue Shield. 

Dr. Ber. No, sir, I was talking about medical care which would in- 
clude Blue Shield but not Blue Cross. I was talking about the phy- 
sician’s part in providing for those people. 

Senator Criark. I had thought Blue Cross was medical and Blue 
Shield was surgical. 

Dr. Brr. No, Blue Shield is surgical-medical and Blue Cross cov- 
ers hospitalization. 

Senator CLark. Blue Cross is where the problem has been and that 
is not your angle. 

Mr. Gare. Not our angle. Our plan has always operated on a 
service basis under the State Enabling Act. By the term “service” 
we mean we have contractual relationships with 14,000 participating 
doctors in the State of Pennsylvania and if our members go to them 
for eligible services, they have a choice of plans. If they buy our 
plan A, a single person making less than $2,500, or a family with less 
than $4,000 per year, the doctor does not char ge them for his services 
If you buy plan B, which has limits for a single person of $4,000 and 
for a family of $6,000, the doctor will not charge any additional fee. 


That is known as service benefits, the only type of services we sell to 
the public. 





THE AGED AND THE AGING IN THE UNITED STATES 681 


CONVERSION PLAN 


During the development of our plan we have always had the pro- 
vision that when a subscriber left a group because of a change in 
position, layoff, or retirement, he had always had and still has the 
privilege of converting and continuing his membership in Blue 
Shield. As many of you know, this is called the conversion privilege. 
We are quite proud of this because we believe we are helping people 
to continue to budget for their medical needs. At no time in our his- 
tory has Blue Shield ever refused to continue a membership because 
of age or the number of times the member has used benefits. Our 
motto is “once a member always a member” as long as you pay us. 

Senator CiarKk. Not intending to be critical in the slightest way, 
and I assure you I am not, the continuation of those benefits depends 
upon the ability of the : aging person to pay the premiums; does it not? 

Mr. Gate. That is correct. We are not philanthropic; we are non- 
profit. When people retire and are converted to these direct-pay con- 
tracts, at no time do we ever force them to take a limited contract as 
other organizations may do. They have the same benefits when they 
are over 65. Even though our inhospital care expense for these people 
over 65 costs us three times as aan 1 as for those under 65, we have 
never refused the 70-day period of inhospital medical care for these 
people. 

In our aim to keep our rates on a nonprohibitive basis, available to 
people when they do retire, it has been our policy to have a slight load 
factor in our rates for those actively employed. We have ‘charged 
them, which helps us to subsidize rates for the aged people who have 
continued with us. To a certain extent we have suffered in a com- 
petitive way because this loading factor often made our rates higher 
than those of our competition. In spite of this, we consider that we 
have done a cuca job in carrying out the primary purpose of 
the organization. 

In addition to all this, we also have what we call a nongroup sub- 
scriber contract. In other words, anybody under 65 can apply to us 
whether they work, are retired, or are in business for themselves— 
they can apply for a nongroup contract. As you see in the Philadel- 
phia and Pittsburgh papers, : about twice a year we have a big campaign 
whereby such applicants can join Blue Shield by signing a coupon. 
We have no salesmen ; we accept the coupon and they pay for it. 

Senator CLark. This is primarily for the self-employed; is it not? 

Mr. Gar. Yes. 


MEMBERSHIP OVER 65 


As a result of this policy of no age restriction in the groups and 
offering membership to those self-employed under 65, we now have 
300,000 members on our roles who are over 65. 

Senator CLrark. When you speak of members, do you include all 
members of the family when you have the family subscribing 

Mr. Gatz. When I say “members,” we mean a man, wife, and all 
unmarried childen under 19 years of age. 
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Senator CLark. We have got roughly 11 million people in the Com- 
monwealth. What is your prognosis as to how many you do not have 
now that there is a fair chance of your getting in the next few years 
in view of the economic limitations? Presumably you have got the 
top of the barrel and you are going down toward the bottom of the 
barrel. How deep do you think, you can go? 

Mr. Gate. We don’t know. As Dr. Bee said, 80 percent have some 
plan, which leaves about 20 percent of the people of Pennsylvania 
who do not have some types of insurance. We do not know what the 

yossibilities are. Although we run these big ads in newspapers, I 
h ave many friends about 68 or 70 years of age who had the means to 
buy who are now complaining they do not have it, but for years we 
have been putting ads in the paper and they did not care to join at that 
time. We are trying now to work out a new plan with the medical 
society because of the 65-years-of-age restriction. 

At present we have a membership of 4,100,000. 

Senator CLtark. Would you not be pretty well satisfied if over the 
next 5 years you ran your membership up from 4 million to 6 million 

Mr. Gate. Yes. 

For the past 4 months we have been working very closely with the 
Pennsylvania Medical Society in developing a program which had its 
culmination in Pittsburgh this week, which Dr. Bee stated to you and 
which we are going to try to get in shape by early 1960. 

Insummary, I would like to point out that: 

(1) Blue Shield, with its service benefits in which over 14,000 Penn- 
sylvania doctors participate, is in a unique position to provide doctors’ 
care to aged persons of low income without additional charge from 
the doctor. 

(2) Blue Shield’s policies of not imposing age restrictions in groups 
and permitting continuation of membership without age restriction is 
currently providing medical care for a substantial ‘number of the 
aged, 

(3) In cooperation with the Medical Society of the State of Penn- 
atid Blue Shield is expecting to make coverage available to all 
aged persons in the State. 

Senator Crark. Thank you very much. 
Mr. Spector would like to ask a few questions. 


COST OF CONVERSION 


Mr. Srecror. Mr. Gale, when a retired person is permitted to con- 
vert his group insurance to individual insurance, what happens to the 
rate he pays as a premium ? 

Mr. Gatr. We charge 10 cents per month more, which takes care of 
our billing cost—sending a bill to his home. It is 10 cents. It is a 
service charge. It is nominal. Our pure insurance rate as such is the 
same. 

Mr. Srecror. The premium he pays is the same ? 

Mr. Garr. Yes; he pays $1.10 a month in a group and it goes to $3.60 
a quarter or $1.20 a month. 

Mr. Spector. Where the employer has been contributing a portion 
of the premium, he would have to assume that. 

Mr. Gate. He has to assume it 100 percent, which is the greatest 
thing against us in that people have held Blue Shield too cheaply. 
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They get a job in an organization and many companies pay the rate 
100 percent. He is there for 20 years and never thinks of Blue Shield. 
Then he is laid off or retires and starts to get the bill and says, “What 
is this?” 


Mr. Sprecror. And it is particularly hard because his income on an 


average goes down to about one-fourth of what it was. 
Mr. Gate. That is right. 


Senator Ciark. Thank you very much. 


Our next witness is Mrs. Lora B. Pine, assistant executive director 
of the Allegheny County Board of Public Assistance. 


Mrs. Pine, your prepared statement will be printed in the record in 
full. 


(The prepared statement of Mrs. Pine follows:) 


PREPARED STATEMENT OF Mrs. Lora B. PINE 


The Allegheny County Board of Assistance has been engaged for the past 
year and a half in a study of the unmet needs of old age assistance recipients, 
and in a demonstration composed of three caseloads—averaging about 60 cases 
apiece—in which the focus is on research and in seeing which of these unmet 
needs can be met by use of existing facilities in the community for the aged. 
while OAA recipients represent a small segment of the total aged population, 
the findings seem to have significance for the larger group of our aged citizens 
who are dependent upon social security benefits, pension, and marginal earnings. 

The objectively selected sample of 200 cases showed that as of July 1958, a 
third of the aged on public assistance are over 80 years of age; that almost a 
half of them live alone and only about a third of them live with relatives. Only 
8 percent live with their spouses. Twenty percent are either bedridden or house- 
bound. Ejighty-nine percent have health problems, but 43 percent of these had 
received no medical care in the 6 months preceding the beginning of the study. 
Only 14 percent had received medical care under the department’s medical pro- 
gram in a 6-month period. 

At the beginning of the study, 65 percent were finding it necessary to use 
their assistance allowance of $67 per month to pay for basic needs for which 
no allowance was given. These expenses included such items as excessive shel- 
ter costs, insurance, payment of medical care, replacement of furniture and house 
furnishings, transportation for shopping, for basic items, for church attendance 
and for community participation, telephone where illness and/or isolation existed, 
and for laundry services. In December 1958, the maximum allowances for OAA 
in Pennsylvania were increased to $99.60 per month, the largest increases being 
for shelter and incidentals. This improved their financial situation consider- 
ably, but since no additional items were provided, OAA recipients must still 
utilize food, clothing, and incidentals allowances to meet such needs. 

About 18 percent of the study group appeared to need housekeeping services. 
Fifty-eight percent had major housing problems, such as inaccessibility, safety, 
inadequate heat, bad plumbing, lack of laundry facilities, problems of stair 
climbing and lack of adequate furniture and household equipment. Almost 40 
percent of the group lacked recreational and social activity. Twenty-six per- 
cent who wanted to could not go to chuch for various reasons such as transpor- 
tation problems, physical disabilities, appropriate clothing, and inability to make 
a contribution. Almost 15 percent were in need of rehabilitative service di- 
rected toward self-care, and 10 percent were greatly in need of foster home, 
domiciliary or supervised boarding home care. This was a most serious prob- 
lem since Allegheny County has no licensed boading homes for aged, has no 
public home for the aged; private homes have long waiting lists, and commer- 
cial nursing homes do not represent a resource to public assistance recipients, 
primarily because of the in: idequacy y of the nursing home care allowances. Al- 
most 75 percent of the aged in the study were in need of help in adjusting to 
the problems of old age such as utilizing existing facilities, loneliness, ad- 
justment to a new environment, to loss of status, to lowered income, to loss of 
relatives through death, relationships with others in the home environment and 
community, or marked behavior problems or senility. 

From these preliminary findings it was apparent that the legislative intent of 
the Pennsylvania public assistance law was not being met. Its purpose is “to 
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promote the welfare and happiness of all the people of the Commonwealth by 
providing public assistance to all of its needy and distressed; * * * in such a 
way and manner as to encourage self-respect, self-dependency, and the desire 
to be a good citizen and useful to society.” With 75 percent of these aged ap- 
pearing to need help in enabling them to make use of community facilities and/or 
to adjust to problems peculiar to aging, the Allegheny County Board of Assist- 
ance decided to see how many of these 200 could be helped by casework services 
specifically focused on serving the aged in caseloads small enough to make such 
a focus possible. Hence three demonstration caseloads were planned for at 
least a year’s duration. 

The findings from this demonstration are not available because it is still 
within the first year’s experience. The patterns which are emerging, however, 
strengthen and confirm the impressions given through a quarter century’s expe- 
rience in administering OAA and give a base for these observations and recom- 
mendations. 

(1) Most OAA recipients have managed for themselves quite adequately and 
have been contributing members to society for most of their lives. They are 
capable of and want to continue to plan for themselves. The Allegheny County 
Board of Assistance would stress that the more adequate the income maintenance 
level, the more able is the aged person to plan for himself and to meet more of 
his individual needs. Witness the utilization of increased maximum OAA allow- 
ances to provide for some of the earlier identified ‘unmet needs.” 

(2) There is a crying need for comprehensive planning rather than special 
interest planning. One cannot think of the housing needs of the aged without 
thinking and planning for the able-bodied aged who can maintain his home; the 
less able who can manage in his home with extended services, such as housekeep- 
ing, homemaking, medical care by family doctor or clinic, visiting nurses, and 
home care; the still less able who need supervised living in boarding homes, fos- 
ter homes, nursing homes, and homes for the aging, and finally, the least able who 
need hospital care, including care for the senile arteriosclerotics and the psy- 
chotics. 

Any and/or all of these facilities are available to some degree in this commu- 
nity, but what is lacking is a comprehensive community plan that assures that 
the appropriate service is available when it is needed for each aged person at 
the point it is needed. Currently, there are people in nursing homes who would 
be better served and living more satisfying lives in boarding homes or foster 
homes. There are aged in hospitals who could return to their homes with home 
eare services. There are aged in their own homes without a family doctor who 
are unable to go to clinics and who need a homemaker. There is 1,800 physicians 
in Allegheny County, but only about 200 of them send invoices under the public 
assistance medical program. Many of these will take no new patients. There 
are public housing units set aside for aged occupancy for which there is no de- 
mand, because they are inaccessible. Golden Age facilities are not crowded. 
Allegheny County needs a coordinated-comprehensive community plan for in- 
come maintenance, housing, medical care, counseling services, and facilities for 
community participation. It is important that the aged themselves participate 
in the formulation of the plan. 


STATEMENT OF MRS. LORA B. PINE, ASSISTANT EXECUTIVE DI- 
RECTOR, ALLEGHENY COUNTY BOARD OF PUBLIC ASSISTANCE, 
PITTSBURGH, PA. 


Mrs. Pine. I am speaking for the county figures, not for the state- 
wide figures. I would like to make this clear. 


INCOME MAINTENANCE 


I would like to call attention to two things. One is that the increase 
in the social security benefits, both in dollars ‘s and in cov erage, during 
the last 20 years, plus the fact that there has been larger income in 
the community coming into families, has resulted in our now having 
only a little more than 7 ,000 people in this county needing old-age 
assistance, where there were almost 14,000 in November of 1941. And 
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there is also a smaller fraction of the public old-age subsistence recipi- 
ents who require assistance to supplement their old-age benefits than 
there used to be. 

So we can see over the last 20 years a progress in the independent 
income of the people, the aged group in this community, both because 
of increase in the old-age benefits and because families have been better 
able to take care of more of the aged. 

Senator CLark. It is probably even greater than you say, is it not, 
because the percentage of older people in the total population has gone 
up, has it not ? 

RELATIVE RESPONSIBILITY 


Mrs. Pine. That is right. And also our experience, contrary to 
some of the testimony given this morning, our experience is that the 
great majority of relatives really knock themselves out to do all they 
can for their aged relatives that need it; that there are a few renegades, 
as there have been all through history under every system there has 
ever been. But, by and large, the relatives of the aged people getting 
old-age assistance are themselves people who are on such marginal 
incomes that it is not possible for them to take care of them. 

Senator Crark. It is part of your job to hunt out the relatives and 
see that they pitch in under the law, is 1t not ? 

Mrs. Pine. That is right. 

The second comment that I would like to make is that the only 
common denominator in the characteristics of the people in this coun- 
try who get old-age assistance is the fact that they are out of money. 
They do not have i income. They come from every realm of society, 
every race. We have people who have been in rather high positions 
in the community who have not been able to work out their plans for 
one reason or another for self-support. The great majority are the 
people who have not had sufficient educ: ition, and so forth, as was 
pointed out this morning. But, by and large, this has been a group 
that has participated in community life, made worthwhile contribu- 
tions themselves, and now they are too old, because the majority of 
them are over 80 years old. 

Senator CLtark. What did you say was the total old-age caseload 
that you are carrying? 

Mrs. Prinz. About 7,000, just over 7,000. 

Senator Crark. Obviously, none of those people will be able to 
afford to continue their Blue Shield payments even if they had the 
insurance initially, would they ? 

Mrs. Pin. No. 

Senator CiarKk. So those people cannot expect any help from the 
very useful and helpful plans for other parts of the population that 
the medical profession has been talking about ? 

Mrs. Prine. That is right. The majority of these are in the age 
group that during their working years these resources were not avail- 
able. 

Senator Crark. To get the thing in perspective, your caseload is a 


pretty small percentage of the toal family units in the county, is it 
not? 


Mrs. Pine. That is right. 


Ge 
ha 
Cx. 
| 
orm 


“¢ 
ok 


eeriscrirerscr a Bt 
eae see &Re 
ir ress22 ST fier 22 2t 


nr 


be 
; 
\. : 


“ut 











686 THE AGED AND THE AGING IN THE UNITED STATES 


OAA CASELOAD 


Senator Ciark. Have you any idea what the total family units in 
the county are? 

Mrs. Prinze. About 160,000 who are over 65, I think. 

Senator CLarK. 160,000 over 65 and you have only slightly over 
7,000, so that would be around 3 to 4 percent? 

Mrs. Prine. That is right. 

Senator CLark. However, you do not have any way of knowing, 
do you, the extent of medical care available to the rest of the old-age 
population that you are not dealing with? 

Mrs. Prine. No; we have no figures on that. The picture of the 
nice old couple who got out of life together is not realistic. Actually, 
in the groups that we know, only eight out of a hundred are aged 
couples. Of the other 92 percent, half of them live alone and the . 
other third lives with one relative or another, sometimes very distant 
relatives, even third or fourth cousins. This group, of which you have 
so many of them who are above 75, almost all have health problems, 9 
out of 10 have some kind of health problems. We took a sample of 200 

vases which we are currently studying and the study is in process to 
see not only what services they need but whether or not you can rally 
services in the community to meet those needs, to identify the gaps and 
so forth 





MEDICAL CARE AND OAA 


Senator CLark. Excuse me, are you in effect telling us that old-age 
assistance is now primarily a medical care program, or would you not 
go that far? 

Mrs. Pine. No; I would not go that far. 

Senator CrarK. But medic al care is a major problem ? 

Mrs. Pine. It is a major problem, and 9 out 10 of these people, most 
of whom are over 75, do have some kind of health problem. 

Senator Citar. Do you have any authority under existing law to 
pay for medical service for these people ? 

Mrs. Prinz. There is a medical program to which the doctor 
referred which was set up at the behest of the Pennsylvania Medical 
Society about 20 years ago. There has been a great deal of discussion 
since about changes. There have not been sufficient changes, in my 
opinion, to meet the changes in needs of the aging recipients that we 
have. 

Senator Crark. Well, now, there is then some method of paying 
at least a minimum fee for medical care for people on your caseload, 
is there not ? 

Mrs. Pine. Theoretically it has some rather decent principles, in 
my opinion. The patient chooses his own doctor. One of our main 
problems has been that the doctors themselves die and other doctors 
are not interested in picking up the free patients in the community of 
the deceased doctor. 

Senator Ciark. Under Pennsylvania law, are you allowed to pay a 
fee to a doctor for rendering medical service to an old-age beneficiary ? 

Mrs. Prxe. Yes. It is what I would call a token fee of $1.50 for 
an office visit and $2.50 for a home call, and then the prescriptions 
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are written on DPW blanks and payment is made directly to the 
vendor. 

What we have in this sample which I think is pretty typical of the 
county is that in the preceding 6 months, at the beginning of this 
study, we found 43 percent of them had had no medical care at all. 

Senator CLarKk. But needed it? 

Mrs. Prinz. They seemed to. They thought they did, as far as the 
nonmedical person could observe one would think so. 

Fourteen percent of them had that care under the public assistance 
medical program. Forty-three percent of them had it some other way 
and we did not have all the information as to how. I have observa- 
tions. For instance, you have first the doctor who carries his old pa- 
tient as long as the patient lives and charges nobody. Second, you 
have the aged person who cannot bear to have his doctor know he gets 
old-age assistance and therefore pays it out of his rent or other al- 
lowances. There are several reasons that he cannot bear to have 
his doctor know. Some of them are within himself and some are 
within the known attitude of the doctors, because not all doctors are 
willing to carry their patients when they are unable to pay. 

Senator CiarKk. I would hazard a guess that the medical profes- 
sion is at least as idealistic and compassionate as any other profession 
in the community, and probably not much more so. 

Mrs. Pine. I do not know about the “more so,” but there are cer- 
tainly some great physicans in the community. There is no question 
about that. 

Senator CrarK. I would hate to stack the lawyers up against the 
doctors in terms of free service given. I think the doctors would win 
in a walk. 

Mrs. Prive. I think you find a great reluctance on the part of many 
of the aged to go for medical care so that often times the physician 
to whom they go does not have an opportunity to introduce the kind 
of care that has been referred to earlier in this hearing. We found 
that medical care was not the only shortcoming. At the time we 
began the study the maximum monthly rent to live on was $67 a 
month. In December 1958 the maximum was increased to $99.60. We 
find that the client who had been using some of their small pittance 
of the $67 to meet needs not covered in the budget have met those 
needs largely out of some of the differentials there. Some of those in- 
cluded shelter, which is unobtainable for some within the ceiling that 
we have. Some of them have maintained their insurance program. 
Once in a long time you find one with Blue Cross and Blue Shield, but 
not often. Also these expenses included transportation, for shop- 
ping, for church, occasional telephone calls for people who live far out, 
laundry and housekeeping care. One interesting old lady who had 
been having one-day houskeeping from a local agency which provides 
it, called us up and said, “We don’t need that anymore. I will pay 
my own, thank you.” We were very curious as to how she met this. 
She did not keep the housekeeper from the agency. She would rather 
have somebody she had known all her life who knew her ways. I 
think that is important, because of the need they have, as well as the 
rest of us, to run their own business and they would much prefer to 
have a basic income and make their own arrangements about the meth- 
ods to meet their own needs. 
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There are some who are quite able to take care of themselves, some 
that require some services, some that need some supervision and ought 
to be living in nursing homes, and the hospital care group we are not 
acquainted with. All of these different resources are available, but 
not in sufficient amount and often not at the time and the place that 
you can get. them when they are needed. 
~ Senator Ciarx. Mrs. Pine, you said resources. Are you indicating 
that in your opinion the ceilings under which you operate are too low / 

Mrs. Prnr. They are still too low although they are much better for 
old-age assistance now than for any other category and much better 
than they were prior to December 1958, when the maximum was in- 
creased from $67 to $99.60. 

Senator Cuark. A month? 

Mrs. Pins. A month. 

OAA ELIGIBILITY 


Senator Ciark. While we are on this general subject, do you think 
the eligibility requirements are too strict in Pennsylvania ? 

Mrs. Prve. It depends on which ones you are talking about. 

Senator Ciark. Old age. 

Mrs. Pine. My personal opinion is that there is a great deal of hard- 
ship resulting to the aged people because of the residence laws. And 
speaking as an individual, I would very much like to see a Federal 
stand taken which would not provide grants to states that were not 
willing to let people move and es where they really wanted to live and 
should live. 

Senator CrarK. In other words, you think that ours has become an 
ambulatory society and that to say nobody can get old-age assistance 
until they have established a residence for a fixed period of time is 
unwise and unjust? 

Mrs. Pine. And results in less good care and more cost because we 
have had people living with relatives where the relatives were trans- 
ferred by their employer to some place in another State. 

Senator Crark. You are not afraid of the alleged horde of immi- 
gration of indigent people from other States to Pennsylvania which 
will break the back of the Pennsylvania taxpayer ? 

Mrs. Pine. The reason I am not afraid of that is because we kept 
records for 7 or 8 years of the people who came in and people who 
left at a time when our policies were not as restrictive as they are now. 
And we were a little bit embarrassed to find more people wanted to 
get out of Pennsylvania than wanted to come in. 

Senator CiarK. I wouid share that embarrassment. 

Mrs. Prive. There is one other comment I would like to make in con- 
nection with the public assistance medical program which provides 
only a token payment. Sometimes I think it is easier to get doctors to 
do something free than to get them to do it in cooperation with this 
program, which means that the patient does not have to pay for his 
own medicine but can have that paid under the program. We have 
less than 20 percent of the physicians who are willing to work with 
this program at all in this county and some of them take only the 
patients that they knew when they were self-supporting. There are 
many reasons for that, I am sure. 

Senator Crark. One of them is they think there is a good deal of 
redtape connected with this. They have to fill out a lot of forms and 
go through what seems to them to be nonsense? 
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Mrs. Pine. That is right. 

There is a committee, I believe, on a State level between, I believe, 
the medical society and the Department which is working on a much- 
needed revision of this program, but at the local level we are not in 
a position to make any comment on whether this has progressed. It 
has been going on for about 2 years. We donot know. 

Senator CLark. In your experience do you have many old-age as- 
sistance cases who come on to assistance and then are rehabilitated 
and go off, or is it once on, always on ? 

Mrs. Pine. I am sorry. I did not bring those figures. I will be 
glad to send them for your record. There are a few who come on and 
go off. The tendency has been that if the person does not have em- 
ployment with the same place up until whatever the retirement age is, 
he is rather unlikely to be able to get other employment. So that we 
have a great many people who come on general assistance age 55 to 60 
or just over 60, and then are transfers from general assistance to old- 
age assistance. That makes it look as if the old-age assistance has 
people who had not been able to carry their own weight. But when 
you take any kind of a cross section sample and look at what the peo- 
ple have done in their lifetime, you find that is not true. 

Dr. Freeman. As a matter of fact, the numbers are stationary at 
this time? 

Mrs. Pine. Yes, they were decreasing and even with the recession, 
this last year they have gone up less than 300. 

Dr. Freeman. So it is almost an irreducible minimum at this point. 
We will not go much below or above 214 million no matter what the 
population is. 

Senator Crark. Doctor, we cannot understand you. 

Dr. Freeman. The number of people on OAA is not increasing in 
proportion to the population, actually it is decreasing and will con- 
tinue to decrease. The number of people on social security keeps 
rising, 11 million over 65, the number on OAA has fallen to an almost 
irreducible minimum, 21% million. 

Mrs. Prine. I think that is true, predicating the reasonable employ- 
ment continuing, but if we have an extension of recession we will have 
in the next decade more people who have no social security or whose 
social security is so low it has to be supplemented by old-age assistance. 

Dr. Freeman. I think that will dry out too because the longer peo- 
ple work and live the more people are covered by social security. The 
figures for OAST show this is not true. The number of people on 
OAST is rising, there are greater returns per month, and the number 
on OAA are staying stable. 

Mrs. Pine. Yes, but we still have one out of seven on old-age assist- 
ance in which he supplements his OASI and if you have irregular 
employment. so his OAST is $40, which can happen, then old-age as- 
sistance will have to continue to carry the burden. 

Senator CLark. Dr. Freeman, would not the progress of automation 
at a faster rate than the expansion of the economy to provide new 
employment affect your conclusion also? 

Dr. Freeman. Not terribly, because, to answer one of your questions 
this morning, I think you asked Secretary Batt about female employ- 
ment versus male employment. As our culture changes and as we 
have more automation fewer steelworkers can make more steel. Pro- 
duction workers must change to service jobs. We havea greater need 
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for service industries. In this country as you pointed out so only 5 
or 10 percent of women in the early years are working as compared 
to 40 percent of older men. The figures show that older women tend 
to get employed and older men to get remarried. 

Senator CLarK. There are two ways to get ahead in America: make 
it yourself and marry it. 

‘Dr. Freeman. I would like to show that the concept we have offered 
you has nothing to do with these limited plans. This is a national 
scheme of preparing medical costs utilizing the structure of social 
security. This would take care rag all costs, “Blue Cross, Blue Shield, 
private insurance plans, et ceters 

Senator CrarK. I underst or that and that is what led me into my 
confusion when we were talking with Mr. Gale because I did not get 
quickly enough that he was just talking about Blue Shield. 

Dr. Freeman. That is just one small facet in this country. Only 45° 
percent of our citizens are covered by Blue Shield. 

Senator CiarK. Mrs. Pine, do you want to cross- examine the doc- 
tors, or Doctors, do you want to cross-examine Mrs. Pine? 

Mr. Stetin, I want to apologize. You are outside my range of vision. 
I was just about to say to myself, “Where is Mr. Stetin 2” and there he 
is. I apologize for not having "recognized you sooner. 

Your prepared statement w ill be made a part of the record at this 
point. Will you please proceed ? 

(The prepared statement of Mr. Stetin follows :) 


PREPARED STATEMENT OF Sot STETIN 


My name is Sol Stetin. My office address is 1060 Broad Street, Newark, N.J. 
I live in Paterson, N.J. I am a vice president of the Textile Workers Union of 
America, AFL-CIO, and I direct the affairs of the union in the States of New 
Jersey, Pennsylvania, and Delaware. 

I appreciate the opportunity to present here today a group of members of our 
Textile Union’s pensioners clubs. These are clubs composed of retired members 
of our union in several places in Pennsylvania. Our international is proud of the 
fact that we thought of providing this type of auxiliary organization for our 
retired members. These clubs accept into membership retired workers, men and 
women from other plants in their communities or, indeed, any retired worker 
who is able and willing to come to meetings and social affairs. Our purpose 
in creating these clubs of senior citizens is to enable these good people to remain 
in touch with the labor movement which they helped to build and to afford them 
an opportunity to be active in the whole range of public affairs, including poli- 
tics at all levels. These clubs are entirely autonomous; they function as they 
wish. We provide whatever assistance we can afford. Social and educational 
activities and projects are, of course, included with other types of programs. 

As Senator McNamara knows, the United Automobile Workers and several 
other unions have initiated a similar program for their retirees. We hope that 
all labor organizations who are so situated that they can assist in operating 
such activities will do so. I want to say, Mr. Senator, for the Textile Workers 
Union of America, that we have proven to our own satisfaction at least, that 
this program is perhaps the most rewarding effort of its kind we have ever 
undertaken. The pensioners are lively, useful and almost always happy people. 
They make a wonderful contribution; we love to be with them. We feel that 
as individuals they get a very great deal out of the activities they are able to 
carry on with and through the local unions. And, in terms of mutual assistance 
and sheer neighborliness, these clubs are a wonderful medium for keeping in 
touch and in doing things for one another and for whoever else needs help or 
encouragement. 

As to the broad aspects of the aging and aged in our society, I shall not in- 
dulge in generalities. That I shall leave to the sociologists, the economists, 
and the social workers and those who have studied the subject either from a 
medical or a community standpoint. What I feel I should say here today 
relates to the peculiar and usually very tragic impact of the problem of the 
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aging as we see it in the textile industry today. In July of this year William 
Pollock, general president of the Textile Workers Union of America, testified 
before the House Ways and Means Committee urging early adoption of the 
Forand bill. In that testimony President Pollock pointed to the truly shocking, 
but widely ignored fact that employment in the textile industry dropped by 
400,000 or 32 percent between 1951 and today. No other basic industry in 
America has suffered a loss in employment of similar proportions. While we 
do not have precise overall statistics showing the average ages of this great 
army of displaced men and women, we have made quite a number of samplings, 
and we know that those displacees tend to be mature or older persons. This 
group has had and continues to have unique and almost insurmountable diffi- 
culties in finding other employment. We can say flatly and with no fear of 
contradiction that the poorer a worker is and the older he is, the smaller are 
his chances for finding any kind of worthwhile employment. And among these 
displaced textile workers, the majority have been without adequate resources, 
in terms of savings or in terms of the kind of physical or psychological makeup 
which would equip them to qualify for jobs in totally different lines of work. 
What is true of textile workers is, of course, true to a lesser extent of several 
other types of industry, especially those which are contracting or in which 
automation is taking a heavy toll. Fact is, Mr. Chairman, that chronic unem- 
ployment continues to be particularly severe among older workers in the New 
England States and here in the Middle Atlantic region and also in the South. 

You will be interested in knowing, Mr. Chairman, that the percentage of 
employees in the textile industry who are covered by some type of private pen- 
sion plan—that provides benefits in addition to social security payments—is 
very small indeed. We estimate that industrywide the percentage is less than 
20 percent. And in most cases the amounts which these private plans provide 
are pitifully small. 

In my experience at least, the most that these employer-aid or private pen- 
sion payments will take care of will be to enable the man and wife to continue 
to keep up their hospital insurance. But, as I say, this takes care of only a 
very Small segment of the older men and women who have been retired from 
textile plants. The vast majority face old age with no protection at all except 
the welcome but inadequate scale of benefits which our federally operated social 
security system affords. 

Let me further point out another terrible situation with which we in the 
textile industry are faced every day. Even in the North many textile plants are 
unorganized. The typical textile employer today—even if he is operating fairly 
steadily—tries every which way to get rid of his senior workers long before they 
reach age 62, let alone 65. The experience of our union shows that this is 
particularly true in the South; it is a condition that exists in more or less 
degree in every part of the country where textiles continue to operate. So on 
top of the problem of insufficient income of retirees drawing social security, we 
have the tragic situation of men and women a few years too young for social 
security, usually healthy and willing to work but unable to find employment. 
Once these people exhaust unemployment benefits, they must exhaust savings, 
if any, and finally they become dependents of their families or must be aided by 
community agencies of public assistance. At hearings conducted last year by 
the Pastore Subcommittee on Problems of the Textile Industry we had wit- 
nesses who were below the age of 62 or 65 years who had been out so long 
they had used up their unemployment insurance. One such person—an active 
self-reliant widow—was asked whether she had children. “Yes,” she said, “I 
have sons and daughters. But all of them are also unemployed. They are 
worse off than I am. Do you want me to take bread from the mouths of 
children ?” 

In my own appearance before the Pastore subcommittee last year I broke 
down the overall figures on employment losses in terms of the region in which 
I live and work and therefore should know best. Actually the picture is even 
worse when presented in that way. 

I offered statistics which showed the following: 

In New Jersey between 1952 and 1958, 75 mills went out of business for good 
with a loss of 13,370 jobs. 

In Pennsylvania in that same period we lost 155 plants and 28,900 jobs. 

I also gave overall employment figures in the Middle Atlantic States between 
February 1951 and August-September 1958. The decline in the number of per- 
sons employed in these three States during that period was 41.9 percent. In 
round numbers there were 303,600 employed in textile mill products plants in 
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the Middle Atlantic region in 1951; as of September 1958, this total was down 
to 176,400. As we figure it, there were 127,000 jobs lost in textile plants in this 
one geographical section of our industry in the period from 1951 to 1958. 

It is, I realize, pretty difficult for the average person, let alone the experienced 
legislator, to see the flesh and blood realities, the tragedies and the heartbreak 
behind this array of statistics. Perhaps I can give you a glimpse of what is 
involved if you will look with me for just a few seconds at what happened in 
Millville, N.J. In that fairly isolated community, the Millville Manufacturing 
Co. closed down. This was one of the oldest, if not the oldest cotton mill 
operating in the North. About 700 lost jobs in that closing. We had people 
in the plant with 48 years’ seniority. Of course, they had gone to work in that 
mill when they were children. Think of what it meant to those elderly people 
to have a way of life shattered overnight. It is true that people who had 
worked continuously for 48 years were pretty certainly eligible for social se 
curity. We had many others with 20 and 30 years of continuous service who 
were not of an age to qualify for pensions but who were, as a result of life 
long habit and custom, unsuited and ill equipped to look elsewhere for work, 
nor, aS a matter of fact, were there any other jobs—good, bad or otherwise— 
to be had in that area. 

Let me stress the fact that in all this long list of mill closings, only two or 
three companies came across with any severance pay. The Forstmann Woolen 
Mill in Passaic, N.J., is one of the very few that provided some kind of severance 
pay. But in the case of the big Botany Mill in Passaic, almost next door to 
Forstmann, there was no severance pay. In some instances, we even had to 
sue for certain accrued benefits which were legally due the employees when 
closings occurred. The people had to wait months and months for what few 
dollars were coming to them; the union had to spend time and money on needless 
litigation; and all this in an industry whose average wage is far below the 
average paid in manufacturing industries as a whole. Nor were these closings 
brought about by a lack of foresight or by stubbornness on the part of the union. 
Indeed, we saw more clearly than management in many cases, what was happen- 
ing and accepted drastic workload changes and other dilution of standards to 
enable employers to cut costs. The Textile Workers Union of America has dem- 
onstrated over and over again its readiness to cooperate with employers whoever 
and whenever it has been possible to get on such a basis that our cooperation 
was acceptable. 

As to specific legislative issues relating to the aged in general and textile 
workers in particular, let me emphasize the feeling of my union and myself, 
both officially and personally, that the most urgent need at this moment is for 
action by the Congress along the lines of the Forand bill. Those of us who are 
in contract with a cross section of our population—and especially of the lower 
wage segment—realize that our older fellow citizens will never achieve a sound 
measure of insurance against hospital and medical care through any form of 
private insurance. We must amend the Social Security Act to provide coverage 
for surgical and medical costs for hospital care and for skilled nursing home 
care, where that is advisable and available. If there are 3 percent of all textile 
workers who are on retirement who are provided their hospital benefits by their 
employers, that is a large proportion. Outside of those few rayon workers who 
use private pensions to pay for the insurance they had when they worked, it is 
safe to say the number who have any such protection when they are forced to 
quit is negligible. And yet those of us who are in touch with our own workers 
see mounting evidence that it is the costs of illness which almost invariably 
force these men and women into virtual pauperism and distress. 

As the witnesses who follow me will tell you, the hospital and surgical bills 
that many of them pay are so large as to be almost unbelievable. It is only too 
clear that other older workers, those without the coverage those few formerly 
unionized people enjoy, would either be quite unable to pay such bills or would 
be forced to liquidate their lifelong savings. On the other hand I, as a person 
also concerned with maintaining a proper level of community services, realize 
that hospitals too are faced with a terrible squeeze. The aged who cannot pay 
hospital bills as a group, are the principal source of hospital deficit. If the 
hospitals come out for the Forand bill, as they should and finally will be forced 
to do, they come under attack from the American Medical Association, the insur- 
ance companies lobby and some of the conservative figures who would like to 
continue to play Lady Bountiful. Moreover, let me say very frankly on behalf 
of the people who still stay at work and pay into Blue Cross and other such 
plans, that it would be possible to improve their average scale of benefits if the 
hospital deficit now caused by the inability of the aged to pay did not have to be 
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loaded, in part or in full, on those still drawing a pay check when work is 
available. 

There are other points regarding the problems of the aged that I would like 
to touch on and may seek an opportunity to discuss in later testimony. Cer- 
tainly we are all aware of the fact that the present scale of old age and sur- 
vivors benefits must be revised in view of rising costs all down the line. I recog- 
nize that Congress insists upon only making one step at a time. But this step 
of a fundamental revision of benefits cannot be postponed and as far as my 
union is concerned, we shall do whatever we can to press home the necessity 
for this vital reform. 

Housing for the aged is a related and urgent issue. I understand that some 
little forward movement was made in this area in the 1959 housing legislation 
which survived the President’s veto and is now law. In some of the small 
towns where most of our textile plants are located, the housing problems of the 
aging are not yet as acute as in the larger centers. Yet, in another few years 
the cost of housing will have created as critical and as widespread a problem 
for the retired family as is the cost of medical care right now. 

Beyond these primary needs of the aging, there is still another series of 
problems, some of which may be less tangible but nevertheless equally im- 
portant. I am thinking of the question of social services for our older citizens ; 
I am thinking of the need for specialized recreational programs for the aging; 
I am thinking of the need for wide scale community programs which will edu- 
eate and reeducate the population as a whole to do a better job in relation to 
our aging relatives and fellow citizens. Men and women of advancing years 
can and must be given the necessary opportunities so that they can really con- 
tribute to the enrichment of the lives of their families, their friends, and their 
community. If the aging see and feel that they still count, their desire to keep 
fit, to keep well, and to keep alert will be much greater. If we ignore, or neglect, 
or discriminate against the aging, we thus add to our problem of dependency, 
and to the physical and mental degeneration of our seniors. Our older people 
can help so much to make all our lives finer and happier that we must see to 
it that every practical step needed to aid the aging—and thereby also ourselves— 
is taken by the Congress and by society as a whole. 


STATEMENT OF SOL STETIN, VICE PRESIDENT, TEXTILE WORKERS 
UNION OF AMERICA, AFL-CIO 


Mr. Srerin. No apologies are necessary. I want to thank you for 
putting me in such distinguished company even though not at the 
same table. 


Senator Crark. My thought was that you and Mrs. Pine would 
outflank the medical profession. 

Mr. Stetin. I might say that my organization that I represent here 
has suffered considerably, especially insofar as its older citizens are 
concerned. 


We have recently established the principle of setting up retired 
members clubs. 

Senator Ciark. Mr. Stetin, I know—but I do not think the rest of 
the audience does—that you are the international vice president of 
the Textile Workers Union of America, and we all know that the 
textile workers in this part of the country are not doing too well right 
now. 


Mr. Stet1n. That is quite an understatement. 
Senator Ciark. Yes. 


Mr. Srer1n. I would like to suggest that sometime today that these 
retired workers that are here from Lewistown and Marcus Hook, Pa., 
have an opportunity to tell you and to tell everyone else here some 
of the problems they are having. I would just like tosay that William 
Hesling, the treasurer of our group, Norman Saville, the secretary 
of our group, and Rose Johnson, the leader of our group, are here 
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from Marcus Hook, Pa. Harry Blessing, the president of our local 
union No. 6, Charles Walck, Daniel Vogel, Alvin Sellers, and Mr. and 
Mrs. Joe Shorp are here from Lewistown, Pa., and, incidentally,- both 
of these plants are in the American Viscose Co. 

Senator CiarK. We will be happy to hear them at the conclusion 
of the panel discussion when individuals will be asked to give their 
testimony. 

Mr. Sretin. I think the suggestion you are making here of making 
this open-town forum, of giving these oldsters an opportunity to ex- 
press their opinions as lay people, are not professionals, and I may say 
that in thie field I am merely a layman, and I am just going to speak 
on some of the general problems, but first 

Senator CrarK. Our problem, however, is to get the intellectuals 


and the professionals off the stand so the lay people wil have some , 


time left to testify. 
CLUBS FOR THE AGED 


Mr. Sretin. These clubs we are setting up become very active in 
social, political, cultural, and community activities and they serve 
the purpose of giving these retired members of our organization a 
continuing source of activity and function. In one of these clubs one 
of the men who never belonged to the union, a supervisor, became ac- 
tive in the club and was made president of the organization, an indica- 
tion of how well supervisors and workers were getting along here. 
The United Auto Workers and the United Steelworkers are now mov- 
ing in this direction because it gives these folks a sense of importance, 
a sense of belonging, a sense of feeling that they have not been left to 
shift for themselves for the rest of their lives. 

Senator CLarK. How do you finance this? 

Mr. Sretin. Well, most of it is financed by the local union organi- 
zation itself although in some places they charge 10 cents a month 
dues. I know in one of the clubs if anyone cannot get to the meeting 
by himself the local union arranges to have them picked up and that is 
the way it works. 

HEALTH INSURANCE 


I am not going to go into too much detail. My general statement 
will suffice. First I want to say that we in labor feel that there is 
a great need for the Forand bill, and like the social security bill which 
was finally enacted in 1935 despite the resistance of management and a 
lot of people in America, the Forand bill eventually be adopted. 

Now, in our organization, we have got some of the employers who 
provide pensions for our older people but in our industry most of the 
workers are not covered by any supplemental pension plans. I lis- 
tened with interest. to the discussion of a prepaid health insurance 
program by a member of the AMA. I ame very much in favor of 
the principle of a prepaid national health insurance program, not 
only as it refers to the Forand bill, which is to be done on a prepaid 
basis supplementary to the social security plan, but I would like to 
see this project that the AMA man referred to, and I do not know 
the details, but the principles ought to be added to the principle of 
prepaid social security as we have in the United States today. 

Now, in some of our local unions, we have found local unions them- 
selves being unable to get the employers to provide continuing hos- 
pitalization and surgical care, which are the principles of the Forand 
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bill for the people over 65 when they leave the plant, or over 70 or 
over 72. We have seen local unions themselves out of their own 
treasury say: “We will pay part of it if the employer will pay part 
of it.” But this is not the answer. We need the Forand bill, and we 
need higher social security payments because the cost of medical and 
hospital care and housing 1s growing every day. And there is one 
thing else that I referred to in my brief statement here and that is 
that. is that we think older people ought to be given an opportunity to 
work.as long as they want to work. I think one of the greatest mis- 
takes we are making is establishing the principle that people must 
retire at a given age, because there are some people who at 55 are 
as old as someone at 70. And I have seen some people who chrono- 
logically may be 70, yet are physically as young as some at 55 years 
of age. And I think it a mistake to waste the talent when you 
consider that we can no longer have nuclear and atomic wars. Wars 
are out of the question. You can no longer have wars to kill off some 
of the unemployed as was done in the past. We are going to have 
more and more people around who are going to grow older and 
older. We are going to have a real problem, not only of taking care 
of people when they are old but of finding employment for people 
both young and old. In the textile industry, in the last 10 years, 
over 400,000 jobs have disappeared, not by automation, but by mech- 
anization and by technology. I wonder what is going to happen when 
automation begins to hit the textile industry. And because the textile 
industry is an old industry we find that the older people, suffer more. 
First, very few receive severance pay when the mills liquidate, sec- 
ondly, no opportunity to be retrained to go to another job, and thirdly, 
no opportunity to move to another area. 

And if they do not have the money or someone to help them with the 
wherewithal these people are left on the scrap heap. In one par- 
ticular town, Passaic, N.J., I saw three plants liquidated. Botany 
Woolens, Fortsmann Woolens, and Gera Mills, which between them 
had 11,500 workers. ‘These mills are out of there, and thousands of 
men women over 50 cannot find work. 

Senator Ciark. I do not want to interrupt you and I am keenly 
conscious of the very real problems of the textile industry, but we 
have just got to get down to what you can tell us about the problems 
of the aged and aging. 

EMPLOYMENT 


Mr. Sverin. Let me add this: The 5 million people we had unem- 
ployed in the past 4 years have lost to this country $100 billion in 
production and consumption that we could have had. 

You ask the question: “Where are we going to get the money ?” and 
I say to you that we have got to find a system whereby our people are 
fully employed and working and if we have that we will have the 
money to supply the low-cost housing for the aged. We will have 
the money to supply the medical care and the hospital care that. is 
needed for the older people. And I say that is a problem. I say to 
you, sir, that the 30-hour and the 35-hour week must be a part of 
this problem because if we are going to have everybody employed we 
simply must say to everybody, “You are going to work less.” ~ 

Not some work 48 and some not work at all and this is part and 
parcel of this particular problem. 
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I just want to conclude with one additional statement. 

As the witnesses who will follow will tell you the hospital and 
surgical bills that many of them pay are so large as to be ost un- 
believable. It is only clear that the other older workers, those without 
the coverage of hospitalization or Blue Cross, when they go out of 
work would either be quite unable to pay such bills or woud forced 
to liquidate their lifelong savings. 

On the other hand, I, as a person, am also concerned with maintain- 
ing a proper level of community services and realize that hospitals, 
too, are faced with a terrible squeeze. The aged who cannot pay 
hospital bills as a group are the principal source of hospital deficits. 
If the hospitals come out for the Forand bill, as they should, and 
finally will be forced to do, they come under attack from the American 
Medical Association, the insurance companies’ lobby and some of the 
conservative figures who would like to continue to play Lady Bounti-’ 
ful. Let me say very frankly on behalf of the people who still stay 
at work and pay into Blue Cross that it would be possible to improve 
their average scale of benefits if the hospital deficits now caused b 
the inability of the aged to pay did not have to be based on those sti 
drawing a paycheck when work is available. 

The trade union movement is concerned with working out a much 
closer working relationship with the hospitals and with the medical 
organizations. 

Senator CLiarK. Thank you very much, Mr. Stetin, for a most in- 
teresting, stimulating, and controversial statement. I am sure if I 
turned the medical profession loose on you we would be here all after- 
noon. I donot dare to. 

And so in a very arbitrary way, I am going to say thank you very 
much. The panel is dismissed. 

We are an hour and 10 minutes behind and I have been trying to 
speed this hearing up. 

We will hear next from our next panel of witnesses, Mrs. Celia R. 
Moss, director of the home care program of the Montefiore Hospital in 
Pittsburgh; Mrs. Lilly E. Naylon, ee of the Pennsylvania 
Nurses Association of Harrisburg; Mrs. Alice K. de Benneville, 
executive director of the Visiting Nurse Association of Allegheny 
County; and Dr. Sidney Cobb, associate professor of the Graduate 
School of Public Health of the University of Pittsburgh. I think Mr. 
Sidney Bergman is here instead of Mrs. Celia Moss. 

I think in view of what we have been saying about the nursing 
profession and nursing homes, that I will ask Mrs. Naylon to start. 

Your prepared statement will be made a part of the record at this 
point, Mrs. Naylon. Please proceed. 

(The prepared statement of Mrs. Naylon follows :) 


PREPARED STATEMENT OF LILLY BE. NAYLON, PRESIDENT, PENNSYLVANIA NURSES 
ASSOCIATION 


The Pennsylvania Nurses Association welcomes this opportunity to discuss 
with this subcommittee problems of the aged which come within the scope of the 
association’s activities. We recognize that the subject of your inquiry includes 
many social and economic problems. One of the major concerns, we believe, is 
that of the health care for the aged and it is to this aspect of the problem that 
we will confine our remarks. 

The PNA, a constituent of the American Nurses Association, is an organiza- 
tion for the advancement of nursing governed and supported by 17,000 licensed 
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professional nurses of Pennsylvania. It serves to promote good patient care by 
fostering high standards of nurse practice and promoting the welfare of nurses. 
The association works with appropriate groups to meet the total health and 
nursing needs of Pennsylvania in both normal times and those of emergency and 
disaster. Another of its important functions centers around promoting meas- 
ures to insure adequate nursing service within the Commonwealth, including 
nursing benefits in prepaid health and medical care plans. 

Sickness and old age go hand in hand for many people. A report from the 13 
public hearings held by the Governor’s committee on aging in 1958 shows that 
approximately 4 of every 100 men and women 60 and over spent last night in an 
institution because they were sick or couldn’t cope with the daily trials of living. 

14,000 were in county homes. 

10,000 plus were in mental hospitals. 

7,500 were in general hospitals. 

21,000 were in nursing homes, convalescent homes, or homes for the aged. 
However, fewer older people use general hospital care than do the general popu- 
lation; about 7 percent of the old folks spend some time in a hospital as against 
11 percent of the general population. But, when they go they stay longer, more 
than twice as long, on the average. In Pennsylvania 14 of every 100 older people 
who are out of institutions suffer from a long-term disabling illness. The in- 
creasing numbers of aged persons in our population and the fact that persons 
of this age usually are less able to pay the costs of such illness, of course, add to 
our concern with this problem. Studies show that persons 65 and over who go 
to the hospital spend 66 percent more than the general population, 62 percent 
more for medicines and 30 percent more for physicians’ services. Special sur- 
veys show that among the old folks, medical care and drugs are the unmet needs 
most frequently mentioned. 

There is not State-assistance program of nonhospital care for persons who 
have sufficient funds to support themselves as long as they are well but who 
cannot meet their medical needs. These are medically indigent. Regardless of 
how acutely are the individual’s needs, medical care short of hospitalization 
cannot be had if he has an individual income of $64 per month. Private hospital 
insurance plans are not enough: national estimates indicate that only 25 percent 
of the people 65 and over are covered by Blue Cross or other types of hospital 
insurance. 

What about facilities for the chronically ill in Pennsylvania? The 1957 State 
Hospital Plan for Pennsylvania indicates that there are 3,869 existing acceptable 
chronic disease hospital facility beds; needed, 7,263. The 1957 State Hospital 
Plan for Pennsylvania indicates that there are in the State 5,056 suitable nurs- 
ing home care beds (includes private, public, and nonprofit facilities). Pennsyl- 
vania requires 22,264 such beds; it now has 23 percent of the total it needs. 

The Pennsylvania Nurses Association believes that this committee would find 
it worthwhile to study the possibilities and needs for expansion, improvement, 
and extension of methods of providing health care to aged persons in their homes 
as a partial solution of their needs. We realize that there is a demand for more 
hospital and nursing home facilities, and we believe that more beds alone is not 
a solution for the health problems of persons 65 or older. High on the list of 
program needs in Pennsylvania is extension of home medical care programs that 
will keep people out of hosiptals, as well as additional facilities for care through 
nursing homes and county homes. In one of the largest counties in the State 
populationwise (Allegheny County) there is no public-supported county home to 
provide custodial care for those older persons who are in need of this type of 
structured security during the twilight period of their lives. The need for 
rehabilitation centers for older folks is paramount. Too few get the benefit of 
rehabilitation and physical restoration services; i.e, if rehabilitation were 
started at the beginning of their illness many would be restored following a 
stroke. Financial support is needed also for low-cost clinics for the aged. 

Another area which must receive attention in our efforts to provide adequate 
health care for this group is the very serious situation now existing in many 
so-called nursing homes. A marked improvement in standards of care must be 
met if these facilities are to serve their purpose in meeting needs of our aged 
population for nursing care. 

Public health nursing agencies are finding that more and more of their visits 
to patients are made to aged persons with long-term illnesses. In Pennsylvania 
many visiting nurses associations report over 70 percent of the visiting nurse 
service calls are for the aging, but we need more nurses prepared to serve people 
in their own homes. How can one visiting nurse serve a population of 20,000? 
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We mention this not only because it indicates a need for such service but to point 
out that the only method of providing such service, by and large today, is through 
visting nurse services, which exist mainly in large urban areas. Small urban 
centers and rural areas have few facilities for the care of the patients at home. 
In many counties there are no organized facilities to care for the ill and disabled. 
In a few instances such service is supplied by the local or State health depart- 
ment. We do know that there are 86 local nonofficial public health agencies in 
Pennsylvania. There are visiting nurses associations which are not supported 
by public funds. There are two combination nursing services where the local 
health department and the Visiting Nurses Association jointly provide total care 
for their patients. These are located in two populous centers and are confined to 
a small segment of the population within these urban areas. Statistics in Penn- 
sylvania show the need for visiting nurse service is constantly increasing. A 
major portion of all VNA calls are for people 60 and over. 

The Pennsylvania Nurses Association believes that nursing service should be 
an integral part of any prepaid medical care plan whether under governmental 
or voluntary auspices. The American Nurses Association (ANA) has a com- 


mittee at work on guiding principles for the inclusion of nursing benefits in such , 


plans. The inclusion of both private duty and public health nursing services as 
x benefit of health care plans would do much to make home nursing care more 
readily available to the aged. Since visiting nurse services provide nursing care 
without cost where there is inability on the part of the patient to pay for it, and 
visits to aged patients appear to be increasing, payment through insurance cover- 
age would help meet the cost of additional personnel to extend such service now 
limited by the present income of these agencies. The ANA recently testified 
before the House Ways and Means Committee in favor of providing health insur- 
ance coverage to OASI beneficiaries. This decision was made by the ANA House 
of Delegates at its June 1958 convention. 

The most frequent and important services provided by home-care programs 
are beside nursing and health-care teaching, which constitute two major facets 
of nursing care in the home. Other important direct services which should be 
included are: Homemaker services, social casework, occupational and physical 
therapy, and nutrition. Home-care programs benefit all groups in the popula- 
tion, but they are particularly suited to meeting many of the health care needs 
of the aged. Along with the suggestion that this committee study the need for 
increasing and expanding care in the home goes the full realization that today 
personnel shortages in the health professions, particularly nursing, make this 
difficult. However, we believe much of the total health care needed by our 
elderly citizens could be safely given in their homes and should be given there 
by teams of workers covering the medical and paramedical services essential 
for such care. 

There has been a great deal of emphasis on the need for building additional 
hospital and nursing home facilities. There are several Federal grant programs 
to provide financial assistance in this area. However, we believe not enough 
attention has been paid to the need for personnel to staff such facilities. Addi- 
tional buildings and beds without qualified health personnel are useless. 

As we view the participation of the nursing profession in caring for the aged, 
we find that many of the problems which now face the profession in providing 
nursing care for all people are highlighted. Care of the aged is affected by the 
critical shortage of qualified professional practitioners, by poor utilization of 
professional nursing skills, by the need for expansion of educational facilities, 
and by the continuing need to upgrade standards of nursing care. The ANA 
is working in all of these areas in addition to its efforts to improve conditions 
so that nurses themselves will be secure when they reach the age of 65. 

In caring for the patient with long-term illnesses, nurses must have knowl- 
edge of the physiological, emotional, social, and economic factors that affect 
him particularly when the patient is aged. The patient muct be seen in rela- 
tion to his family and community, and knowledge of community facilities and 
resources is necessary to meet the patient’s economic, social, and spiritual needs. 

It has been estimated that one-third of the nursing positions today should be 
filled by nurses with broad preparation attained through collegiate study and 
holding college degrees. This group includes the staff positions in public health 
nursing. However, our most recent figures (1956) show that only 8.5 percent of 
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practicing nurses have such preparation. A 1958 statement by the PNA points 
out that Pennsylvania is currently preparing 3 percent of its nurses in collegiate 
schools which is markedly below the national level of 15 precent. 

If we are to increase the number of professional nurses qualified for these 
positions, we must have additional facilities, faculty and scholarship assistance 
for nursing students in colleges and universities. We hope that Congress will 
consider the need for funds to assist nurses in their collegiate preparation at 
the baccalaureate level. In the last session of Congress, Pennsylvania Nurses 
Association supported and urged passage of H.R. 1251 (Green, Democrat, of 
Oregon) and S. 1118 (Humphrey, Democrat, of Minnesota). Because of the 
lack of facilities and scholarships in collegiate schools of nursing, we are losing 
potential candidates for the profession. Expansion of educational programs for 
nursing in colleges and universities is impossible without immediate and sub- 
stantial Federal aid. 

Another very serious deterrent to expanding and improving nursing educa- 
tion and to improving standards of practice is the serious shortage of qualified 
teachers, administrators, and supervisors. We are very pleased that a 5-year 
extension of the traineeships providing for nurses preparing for such positions 
which was established under the Health Amendments Act of 1956 was approved 
by Congress recently. Part of this program includes traineeships for public 
health personnel of which nurses are a part. 

If we are to come near to meeting the present demands for nursing, let alone 
prepare for the future, public funds must be made available in support of nursing 
education at least to the same extent that it supports education for other essen- 
tial professional services. There must also be increasing appropriations of 
public funds for research in nursing. All of the profession’s efforts to improve 
nursing practice and to foster proper utilization of nursing skills depend upon 
enlarging our knowledge of the scientific bases of patient care, and upon our 
ability to experiment in finding ways to best utilize the skills of the various 
categories of nursing personnel. 

Many programs of the ANA and PNA are directed toward improvement of 
patient care through improvement of the contribution of nurses to that care, 
Our work on defining functions and setting standards of practice, our efforts to 
advance nursing education and the utilization of nursing skills, are all conducted 
in the light of the major health problems of the Nation, including the problems of 
the aged. 

Just as the ANA works closely with the National Federation of Licensed Prac- 
tical Nurses in its efforts to improve practical nursing and increase the number 
of licensed practical nurses the PNA works with the Licensed Practical Nurse 
Association of Pennsylvania in an effort to strengthen nursing service to the 
citizens of Pennsylvania. The trained practical nurse plays an important part 
in nursing services for the aged where she can perform many of the simple acts 
of eare, and thus relieve the professional nurse for those functions which 
require greater judgment and specialized skill. 

A major concern of our State association is the continuing improvement 
of licensure designed to protect the public from unsafe practices in nursing 
through the establishment of minimum legal requirements for nursing practice. 
In recent years, the profession has had to work hard to maintain such protection 
for the public and the qualified nurse. Our State legislature moves with great 
care when they are asked to lower the legal standards of nursing. Rather 
than lowering the standards for nursing, State governments must move to raise 
the standards of the institutions in which patients are cared for. Much needs 
to be done, especially to upgrade the regulations of the convalescent and/or 
nursing home. 

Nursing is the largest and most complex of the health professions and its 
services are vital to the prevention and treatment of disease and injury in any 
age group. Our special concern for the problems of the aged is manifest in all 
that is done to improve nursing service for the public. 

On behalf of the Pennsylvania Nurses Association, I would like to thank the 
committee for this opportunity to appear and present our views on this subject. 

The Pennsylvania Nurses Association will be pleased to assist this committee 
in any way possible. 
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STATEMENT OF MRS. LILLY E. NAYLON, PRESIDENT, 
PENNSYLVANIA NURSES ASSOCIATION 


Mrs. Nayton. The Pennsylvania Nurses Association welcomes this 
opportunity to discuss with this subcommittee problems of the aged 
which we believe come within the scope of the association’s activities, 
The Pennsylvana Nurses Association, and I will speak of this as PNA 
for shortness, is a constituent of the American Nurses Association, 

Senator CLarKk. Would you try to speak a little bit louder? 

Mrs. Nayton. The PNA serves to promote good patient care by 
fostering high standards of nursing care and promoting the welfare 
of nurses. It works with appropriate groups within the State to 
meet total health and nursing needs of the Pennsylvania Common- 
wealth and to include nursing benefits, increased prepaid health, and 
medical care plans. ; 

Sickness and old age, we find, go hand in hand for many people, 
Fewer old people use general hospital care than do the general popu- 
lation. About 7 percent of the old people spend some time in hospitals 
as against 11 percent of the general population. But we find that 
when they do go into the hospital they stay twice as long on the aver- 
age. In Pennsylvania we find that 14 out of every 100 old people, per- 
sons who are out of the hospital but they suffer or are suffering from 
long-term illnesses. 

There are no State assistance programs of nonhospital care for 
persons who have sufficient funds to support themselves as long as they 
are well but who cannot meet their medical needs. 


ADEQUACY OF NURSES 


Senator Ciark. Mrs. Naylon, do we have a shortage of graduate 
nurses in Pennsylvania ? 

Mrs. Nayrton. Yes; we do. 

Senator Cutark. Are you having difficulty in recruitment ? 

Mrs. Nayton. We are. 

Senator Ciarx. And is there a shortage of training facilities? 

Mrs. Nayton. Yes. I was going to Jead up to that. 

In providing for nursing care we find that a great many of these 
people are taken care of by public health agencies and visiting nurse 
agencies and we do lack trained personnel, not only in the public 
health agencies, but in hospitals and in order to have adequately 
trained people we need to have an expansion of programs whereby 
these people receive the training and the experience in order to meet 
the total nursing needs of the Commonwealth and to take care of the 
total patient. 

Senator CLark. Have you been able to estimate what percentage of 
the total nursing needs of the Commonwealth is for nursing care in 
hospitals or other institutions? 

Mrs. Nayton. No; I do not have those figures here with me, but I 
believe there was a committee set up under Governor Leader who did 
a study on this and they came up with ratios and the type of hos- 
pitals that would be needed to meet the needs. 

Senator Crark. In your experience, would you say that most, or 
less than a majority, of the trained graduate nurses who are presently 
practicing their profession are working in hospitals and institutions? 
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Mrs. Nayton. They are working in hospitals and institutions. 

Senator Crark. And not outside, in private homes? 

Mrs. Nayton. That is correct. 

Senator Cuark. There is one other question I wanted to ask: Your 
profession has a pretty high attrition rate due to matrimony; does 
it not? 

Mrs. Narton. Yes, we do; but we do find that the married nurse— 
when her child is of school age, has a tendency to return to the nursing 
field, but we also find 

Senator Ciark. That is, if she has not married a doctor. 

Mrs. Nayton. We also find that this nurse finds it very difficult 
because of family responsibilities and lack of funds to pursue her edu- 
cation further and we are aware of the fact that the Federal Govern- 
ment has provided funds for public health and for people in institu- 
tions to pursue their education. 

Senator CLarK. Would you have any idea, let us say you graduated 
a hundred nurses last spring and they went to work, would you have 
any idea how many of those nurses would still be engaged in the pro- 
fession 5 or 10 years later ? 

Mrs. Nayton. I would say less than half. 

Senator CiarK. That would have been my guess, too. So this is a 
real problem, is it not? You must recruit many more than you 
eventually will need ? 

Mrs. Nayiton. That is true. 

Senator CiarK. Does the pay scale have any effect on your recruit- 
ing efforts ? 

Mrs. Nayton. Very definitely. 

Senator Ciark. And, of course, the working conditions are not what 
might be called ideal either ? 

Mrs. Nayton. No, they are not. 

Senator CiarKk. Just proceed with anything else you would like to 
tell us. 

Mrs. Nayton. I think as far as education goes that you have more 
or less brought out the fact that we are dependent upon some financial 
assistance in order to pursue our education and to take advantage of 
available facilities in a great many instances. 

The other things we are concerned about—— 

Senator CiarK. Let me interrupt to ask you whether the provisions 
in the housing bill have not been of some assistance to you or are you 
not familiar with them? 

Mrs. Nayton. Hill-Burton ? 

Senator CiarK. No, not Hill-Burton, the Housing Act for the con- 
struction of nursing facilities in hospitals. Or are you not familiar 
with that ? 

Mrs. Nayton. This has not helped recruitment of nurses. 

Senator CrarK. Well, it is in the last act, but possibly you have not 
caught up with it yet. 

Mrs. Nayton. We find that the public health agencies are finding 
that more and more of their visits are made to aged people with long- 
term illnesses, that more than 70 percent of their calls are for this type. 
We find that in many of the areas outside of urbans there are no 
visiting nurses’ associations that they can turn to. 

Senator Crark. What I was thinking of, Mrs. Naylon, was the 
provision in the college housing provisions of the Housing Act which 
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called for nursing dormitories to be erected as part of the job of 
giving nursing training. Are you familiar with that at all? 

Mrs. Nayton. Yes, 1 do have some knowledge of this. 

Senator Ciark. Has that been at all helpful or do you think we can 
spend the money to good effect elsewhere ? 

Mrs. Nayiton. I think we need more of these. 

I just wanted to bring out also that we feel that nursing services 
should be an integral part of any prepaid medical care plan, whether 
it be under governmental or voluntary auspices. This has been in- 
dicated to the committee by the American Nurses Association. The 
inclusion of both private duty and public health services as a benefit 
of health care plans would do much to make home nursing care more 
readily available to the aged. We need to upgrade nursing homes and 
not lower nursing standards. 

Senator Ciark. What is the standard rate for an 8-hour day to a 
nurse ? 

Mrs. Nayton. It varies in communities from $14 to $16 in the 
State of Pennsylvania. This is for a private duty nurse who has no 
provisions (fringe benefits), that a nurse working in another situation 
has. 

Senator Ciark. If you are working after graduation in a hospital 
or institution you are usually working on an annual salary basis? 

Mrs. Nayton. If you are employed in the institution or public 
health agency it is on a salary and this varies from $3,200 a year for 
a starting salary for a public health nurse on up. The general duty 
nurse in most instances, even though it is recommended as a fair start- 
ing salary it be $300, in many instances, it is only $265 a month. 

Senator Cuark. Thank you. 

Does that about cover it, or have I interrupted you so much you 
have lost your trend ? 

HOME MEDICAL CARE 


Mrs. Nayton. No; other than the fact that we do believe there 
should be an expansion of premedical and health care plans whereby 
the patient could be taken care of at home. Many people are not 
ill enough to require institutionalization and there could be an ex- 
tension into the homes under home-care plans that would take into ac- 
count homemaker services, social casework, occupational and physical 
therapy, and nutrition. We find many people sadly in need of better 
nutrition. 

Senator Ciark. Do any of the present private plans take care of 
nursing services outside of the hospital ? 

Mrs. Nayton. Do you mean from the hospital standpoint ? 

Senator Crark. No. Let us say somebody is a subscriber to Blue 
Cross and Blue Shield and the nursing care is included, as I under- 
stand it, when they are in the hospital but not when they go home. 
Is that right? 

Mrs. Nayton. I believe that Mrs. de Benneville is going to cover 
some of this in her talk. 

Senator Ciark. Right. 

Suppose we hear from you now, Mrs. de Benneville. Your pre- 
pared statement will be made a part of the record at this point. 
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(The prepared statement of Mrs. de Benneville follows :) 


PREPARED STATEMENT OF Mrs. ALICE K. DE BENNEVILLE 


The Visiting Nurse Association is a voluntary agency which provides nursing 
eare to families at home on a visit basis. Since its organization in 1919, its 
program has undergone change, though its basic objective of help to families 
for health maintenance and care of the sick has remained unchanged. However, 
many of the services provided by this agency in its earlier years, including child 
health services and communicable disease control, have since become the respon- 
sibility of government in Allegheny County and such services have been trans- 
ferred by the VNA through the years to the health departments. 

Today the major program of the agency consists of bedside care of the sick 
at home. Each year sees an older age group in the VNA patient load. Within 
the past 5 years, the number of patients 65 and over has increased 9 percent 
until now well over half of the ill patients under VNA care are 65 years and 
over. AS a consequence, each year sees a larger number of patients who suffer 
from the chronic debilitating diseases of later life. Today, approximately 85 
percent of those receiving bedside care have illnesses chronic in nature. 

Time was when the designation of a patient as a “chronic” meant more or 
less the end of the road for him. This has long not been true and becomes less 
true each year. Modern treatment methods, including surgery, use of drugs, 
and rehabilitation techniques, mean that many older people can regain inde- 
pendence and maintain relatively good health in their own homes. Through the 
years a large number of these people have achieved these goals with the help 
of the VNA and other community agencies. But many more could be helped 
were it possible always to provide intensive and comprehensive community 
service and were it possible to reach all who could benefit. 

The ill aged patient usually presents a number of problems. As the VNA sees 
him, he is most frequently found living alone or with his spouse. He no longer 
is employed and illness has further depleted what financial resources he had. 
This makes for insecurity and sometimes lack of motivation for regaining a 
measure of health. He wants to remain among familiar surroundings and with 
family and friends. Many of these patients can be helped to do so if we can 
provide enough of the services needed through coordinated individualized 
planning. 

We believe these services include the following areas, all part of a complete 
medical care plan: 

NURSING SERVICE 


We need more public health nurses if we are to provide even 1 nurse per 5,000 
population. Such nurses are prepared in college and university schools of 
nursing to be not only highly skilled technical practitioners in the care of the 
sick at home, but also to provide understanding support and help to families in 
working through emotional crises precipitated by illness and problems of aging. 
The public health nurse has knowledge of community organization, community 
resources, and public health practice. Their education is expensive and Federal 
support will be needed increasingly for traineeship programs. 

We need more nurses on every level, including the registered professional] 
nurse from the hospital school, the practical nurse prepared in a shorter educa- 
tional program, and nurse aids trained on the job. Home nursing care requires 
a different focus than does hospital nursing care, where the need is acute and 
usually of short duration. In the home, each setting differs, and the family is 
the focus, for its members and the ways they interact are vital to the plan for 
rehabilitation of the patient. The public health nurse needs to work closely 
with the nurses just mentioned so that the needs of the aged patient at home are 
met not only most effectively but most economically. 

The need for a degree of custodial care is increasing. Patients recover from 
illness but continue to need some supportive services if they are to remain safely 
at home. In work with the aging, many times the spouse, if there is one, can 
uianage to do little more than maintain his own equilibrium. An interested per- 
son is needed who will help with a bath, shop for some groceries; who will listen 
and be alert to prevent further breakdown. Practical nurses and, even more so, 


nurse aids could do this, but few are yet being used in this way for teamwork 
with the public health nurse. 
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PHYSICIAN’S SERVICE 


Many of the patients under VNA care are low-income families (the VNA is a 
community chest-united fund agency and in 1958 received 77 percent of its sup- 
port from this source). They, therefore, hesitate to call a physician unless their 
need seems acute. The visiting nurse works only under a physician’s direction 
and discontinues nursing service if the patient is not seen by his physician at 
least once in 3 months. Despite this policy, the nurse frequently must plan for 
the patient’s care and rehabilitation with few medical facts and less physician 
contact than is wise. Institutionalization may be resorted to as an answer to the 
medical care problem, whereas this frequently could be avoided if all community 
services, including the basic and essential contribution of the physician, could 
be meshed for home care. 


ALLIED PROFESSIONAL SERVICES 


To put into practice our knowledge about rehabilitation, we must use many 
related professional workers, including physical therapists, occupational thera- 
pists, speech therapists, vocational counselors, and social workers. All are in 
short supply. With the exception of the social worker, these disciplines make 
their contribution to restoring the aged to independent status in the areas of 
physical aspects of illness. The social worker makes his contribution in the 
area of family relationships and individual emotional problems, and frequently, 
if these go unresolved, physical progress is cut off or is hampered. 


OTHER RELATED SERVICES 
Housekeeping 
Some home care situations, where there is chronic illness, can be stabilized if 
a housekeeper can keep the home in order. Such service, on an organized basis, 
is almost nonexistent in our community, though our casework agencies offer a 


limited service in terms of numbers of housekeepers available and duration of 
service. 


Food 


A meal preparation service which would deliver at least one hot meal a day to 
the aged at home who lack the initiative and the physical resources to do much 
cooking, would help to meet nutritional needs which are frequently unmet among 
the aged. This, in itself, can restore some measure of physical well-being. 


Housing 


Much of our housing is inadequate but patients frequently prefer to live amid 
familiar surroundings. First-floor apartment living would help with facilities 
designed to make it possible for the homebound to carry on the activities of 
daily living. This would include ramps for entry of wheel chairs, especially 
constructed kitchens, properly sized doorways, and the like. 

It is my own belief that group living for the ambulant aged should be further 
explored. The aged person wants to be independent but he also feels a sense of 
aloneness and frequently needs the security engendered when he knows others 
are close at hand if he needs them. 

We believe that many of our aging and aged chronically ill can remain satis- 
factorily in their own homes if the services they need can be provided them at 
home. The services may be costly, but less costly than institutionalization. 
The hospital based home care program is a heartening sign of progress but in 
Pittsburgh we have only one such program. The VNA has been providing a 
program called extension of services to the chronically ill by means of a 
united fund grant for this purpose. Services provided by the Visiting Nurse 
Association in its regular program are nursing care and physical therapy. 
Additional services which are available under the extended program are social 
work, homemaker and housekeeping service, speech therapy, vocational coun- 
seling, and equipment on loan. Some of these services are available through 
VNA and others are obtained through cooperating community agencies, The 
VNA assumes responsibility for the coordination of these various services and 
employs a physician and a social worker to assist with coordination. Services 
are available to people living anywhere in Allegheny County. The physician 
retains supervision over the medical care and treatment of his patient. Those 
patients and families able to pay are charged a fee for service based on actual 
costs. A sliding scale of fees is used for those able to pay part of the cost. 
Free service is also given. 
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This program is one attempt to supplement and to achieve coordination of 
the nursing services which are offered in our community by separate and inde- 
pendent agencies. The patients have come mainly from the VNA caseload and 
we have not yet reached a group of patients who might leave the hospital sooner 
if use of community services were considered. Most of the service has been 
free service and we have not yet reached families of middle income whose 
members also become aged and could use community service. Many are still 
influenced by a concept of charity when they use community agencies and do 
not know—or will not understand—that most agencies today serve persons of 
all economic status and collect fees for service when the family can pay. 

The cost of VNA service increases each year, for the same reasons that all 
medical care costs continue to rise. Cost study figures for 1958 reveal a cost 
of $4.88 per nursing visit. As of August 1, the Hospital Service Association of 
Western Pennsylvania entered into a contract with this agency through which 
Blue Cross subscribers aged 65 and over, holding standard or deductible stand- 
ard agreement, are entitled to visiting nurse service up to a maximum of 20 
visits providing that such services follow discharge from an in-patient hospital 
stay and that benefit days are available. Payment for two nursing visits (on 
the basis of the agency’s current charge of $5 a visit) is considered by Blue 
Cross to be the equivalent of one unused hospital day. Data currently being 


gathered by. the VNA seems to indicate that few patients under VNA care are 
Blue Cross subscribers. 


STATEMENT OF MRS. ALICE K. de BENNEVILLE, EXECUTIVE DI- 


RECTOR, VISITING NURSE ASSOCIATION OF ALLEGHENY COUNTY, 
PA, 


Mrs. pr Bennevitte. I would like to say that the major program 
of the Visiting Nurse Association here, and I think that is true every- 
where, consists of bedside care for the patient at home. 

Each year sees an older age group. Within the past 5 years the 
number of patients 65 years and over was increased 9 percent until now 
over half the patients under VNA care are 65 years or over. 

Senator CLiark. Does the visiting nurse have to be an RN? 

Mrs. pe Bennevitte. Yes. Visiting Nurse Association employs 
some RN’s with the understanding that that nurse gets additional 
preparation for the practice of public health which entails knowledge 
of re organization, resources, and additional material over 
and beyond the preparation of the nurse in the usual hospital diploma 
program. We have collegiate schools of nursing which prepare nurses 
for first level positions in public health nursing. We have educational 
programs supported by Federal funds as approved by Congress which 
are making it possible for many more nurses to get the additional 
preparation they need for practice in the community as public health 
nurses. 

Senator CiarK. But the educational standards for a visiting nurse: 
Is a registered nurse’s degree a minimum ? 

Mrs. pe Bennevitie. That is right. 

Many of the patients we have today have chronic debilitating dis- 
eases and time was when this designation itself meant more or less 
the end of the road for many patients, but that is not true today for 
many reasons known to all. But the ill patient, the aged patient who 
is chronically ill, usually presents a number of problems that call for 
a great many related community health services if he is to benefit from 
the knowledge which we have today. The need for more nurses has 
already been touched upon. 


Senator CiarK. This is equally true in the visiting nurse field ? 
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Mrs. DE BennEvitte. Yes. The visiting nurse field is a part of the 
total nursing and public health fields. 

Senator Ciark. So that you endorse what Mrs. Naylon said on this 
subject ? 

Mrs. pe Bennevitie. Yes. 

Right here in Allegheny County where we are probably better off 
than n many other counties in Pennsylvania, with perhaps the exception 
of Philadelphia County, we could use twice as many public he: alth 
nurses if we are to take into the homes in Allegheny County the services 
which could be utilized for restoring the health of older people who 
have chronic illnesses. I mean restoration to a maximum measure of 
independence for that person—it may not be a total restoration as 
for a younger person. 

We have need for more staff in all the areas of medical personnel 
if we consider comprehensive medical care ; that is, physical therapists, 
occupational therapists, social workers, speech therapists, vocational 
counselors, the gamus of services which mean so much today in a 
rehabilitation program. 

The need for a degree of custodial care is increasing. Patients re- 
cover from illness but continue to need some supportive services if 
they are to remain safely at home and we have a minimum of such 
services. 

We could make much greater use of practical nurses and of nurses 
aids trained to work in a team nena with the public health 
nurse and other persons on the health care team. 

I would like to say a word about physici ans’ services. Many of 
the patients under V isiting Nurse Association care are low-income 
families. The VNA is a community chest-united fund agency and in 
1958 it received 77 percent of its support from this source. We find 
that many times our patients’ families hesitate to call a physician un- 
less their need for medical care is acute. The visiting nurse works 
only under a physician’s direction and discontinues nursing service if 
the patient is not seen by his physician at least once in 3 months, 
which is really a log time. Despite this policy, the nurse frequently 
must plan for the patient’s care and rehabilitation with few medical 
facts and less physician contact than is really wise. Sometimes we 
know that we resort to institutionalization as an answer to the medical 
care problem whereas such institutionalization frequently could be 
avoided if all community services were meshed for care in the home. 

Mention has been made of the medical care program of the depart- 
ment of public assistance. We participate in the medical care pro- 
gram through contract with the department of welfare. We find that 
while there are dedicated physicians participating in the program, 
their number is limited, and we find increasingly that we have a 
group of patients with incomes just a notch above those which makes 
the family eligible for public assistance. Here the medical care 
ee becomes an increasing problem in terms of meeting the costs. 

I do not mean that services are lacking on an emergency basis, but 
many times they are on a basis which would make’ for prevention of 
more serious illness. We need facilities for periodic health checkups 
for our oldsters. If a family’s funds are limited they are not apt 
to go to the doctor until their needs are acute and they feel really 
sick. 
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I do not want to take up more time except to state that we have 
dana in the Visiting Nurse Association here to provide what we 
call an extension of services program which in some other communi- 
ties is called an organized community- -based home-care program. We, 
in this program, ‘attempt to provide services over and beyond the 
traditional nursing and physical therapy services which most VNA’s 
today provide. Additional services available under the program are 
social work, homemaking and housekeeping service, speech therapy, 
vocational counseling, and equipment on loan. VNA assumes the 
responsibility for coordinating the services and employs a physician 
and a social worker to assist with coordination. The physician re- 
tains supervision of medical care and treatment for his patient. Those 
patients and families able to pay are charged a fee for service based 
on actual cost. A sliding scale of fees is used for those able to pay 
part of the cost and frequently free service is given. Most of the 
families on our extension of services project receive free care because 
long illness has made their financial resources very limited. 

In relation to the question you raised around nursing as a part of 
private insurance plans: As of August 1 of this year the Hospital 
Service Association of Western Pennsyly: ania entered into a contract 
with the Visiting Nurse Association here, and there is a similar con- 
tract in effect in the eastern part of the State by the Blue Cross in 
Philadelphia. The coverage I speak of applies to those 65 or over who 
are Blue Cross subscribers and who hold standard or deductible stand- 
ard agreements. These individuals are entitled to visiting nurse 
service up to a maximum of 20 visits, providing that such service fol- 
lows discharge from an inpatient stay in a hospital and that benefit 
days are av: ailable. Payments for two nursing visits—on the basis of 
the agency’s curt rent charge of $5 a visit—is ‘considered by the Blue 
Cross to be the equivalent of 1 unused hospital day. We are gath- 
ering data right now that indicates comparatively few of the patients 
65 or over whom we serve are covered by Blue Cross. As a matter 
of fact, in a few months we have uncovered just a few. 

Senator Crark. That cannot cover a very large percentage of 
those who need it, because those over 65 still able “to keep up Blue 
Cross and Blue Shield must be a small percentage of the total. 

Mrs. pe BeNNEVILLE. That is so, although there are many thousands 
of individuals over 65, I understand, in western Pennsylvania, who 
do have contracts with Blue Cross. 

Senator CLark. Do either of you ladies come in much contact with 
nursing homes and their problems ? 

Mrs. pE BenNEviLLE. We come in contact with nursing homes and 
their problems in terms of the fact that our patient does have to move 
from home to an institution many times. 

Senator Ciark. Are visiting nurse services generally available in 
the nursing homes in the Commonwealth today, proprietary and public 
both ? 

Mrs. pe Bennevitte. I think that varies in different parts of the 
State. A nursing home has to provide some nursing service to its 
clients. The amount of service provided varies in terms of whether 
the service has to be rendered by graduate registered nurses, whether 
it can be provided in part by prac tical nurses, ‘and so on, depending on 
the classification of the nursing home. 
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Senator Cuarx. Thank you very much. I guess we will have to 

move ahead and we would next like to hear from Mr. Sidney Berg- 

man, representing the Montefiore Hospital. Mr. Bergman, the state- 

ment by Celia A. Moss, director, home care program of the Montefiore 

Hospital of Pittsburgh, will be made a part of the record at this 
oint. 

. (The prepared statement of Celia A. Moss follows :) 


PREPARED STATEMENT OF CELIA A. Moss, Director, HOME CARE PROGRAM, 
MONTEFIORE HOSPITAL 


Sometimes the most obvious methods of dealing with problems are ig- 
nored. The older person, assured of provision for his basic needs, prefers to be in 
his own home, surrounded by family, friends, and familiar environment. When 
difficulties arise, which affect his equilibrium, his family and friends—not he— 
begin to think of places where he can be removed. 

We live in a culture which places values on youth. The aged are tolerated 


if they remain well and are self-supporting. Even though they may be self- , 


supporting, but become ill with a chronic disease, their care becomes involved 
with institutional planning. As a result, more beds are requested for chronic 
disease facilities, beginning with hospitals and ending with so-called nursing 
homes, 

For almost 10 years, Montefiore Hospital has demonstrated effective patient 
care through the extension of the hospital into the home in its organized home 
medical care program. 

Initially, a 3-year demonstration of patients with various chronic diseases 
were studied with a control group in a research and service project of this 
hospital, supported by the Sarah Mellon Scaife Foundation. 

At the present time, through a panel of staff physicians and related personnel— 
nurses, social workers, nutritionists, medical and surgical consultants, ete.—the 
hospital is engaged in a 3- to 6-year study sponsored by a combined State and 
Federal grant to determine the effect of hospital-based home care services in the 
treatment of patients with congestive heart failure. 

While there are varieties of sponsorship, administration and services in home 
care programs, it is agreed that hospital-based organized home medical care 
program extends comprehensive hospital services and facilities supplemented 
by community resources in the patient’s home. In the hospital-based program, 
the quality of medical care is more assured through continuity of supervision. 
Current literature in hospital and medical journals supports the philosophy that 
such hospital-based organized home care programs are an effective approach to 
meeting rapidly increasing chronic illness needs. In the former home care 
study, in this hospital, of which the sample consisted of patients with long-term 
illness with a multiplicity of diagnoses, more than 50 percent had some form of 
eardiac disease. A large percentage of these had developed congestive heart 
failure. Because these patients seemed to respond well to medical management 
of the hospital’s home care program, even though they represented on the whole 
a group of very ill patients with poor prognosis, a research project was recom- 
mended to be geared to an analysis of this diagnostic group in relation to home 
care services. Patients with congestive heart failure make up a sizable portion 
of hospital readmissions. The disabling effect of cardiac illness goes beyond 
the physical breakdown of the patient. Besides the anxiety of increasing de- 
pendency upon patients and their families, which often produces stressful rela- 
tionships, the expense as well as concern to family and community of the ill 
person warrant consideration. The mounting costs of building more and more 
hospital beds point to the necessity for reviewing the problems of long-term 
illness in newly developing programs. It is believed that this study, with the 
sample consisting of patients with congestive heart failure, may be useful in 
its application to other diagnostic groups as well. 

The Visiting Nurse Association provides nursing services in this program. 
Other resources of the community are used wherever possible. Even though this 
program has been demonstrated for 10 years in Allegheny County, and efforts 
have been made by the hospital administrator to encourage other hospitals to 


consider this program ; and even though interpretation of this program has been. 


~ontinuous, the community in Allegheny County has not recognized the validity 
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of such services in any attempt to assume responsibility for initiating other 
hospital based home care programs 

Reports have been heard today defining the need for medical care services to 
the aged. Concerns have been expressed about the inadequacy of present nursing 
homes. Pittsburgh is unique as a city which does not include a municipal hos- 
pital, even for acute diseases. Our county hospital, the very beautiful John J. 
Kane Institution, leaves little to be desired in terms of its buildings. Its ad- 
ministration, through competent physicians, is considering plans to return pa- 
tients to the community who are not in need of medical care within their insti- 
tution. One of the areas that should be examined is the possibility of an organ- 
ized home medical care program in relation to the John J. Kane Institution. 

Home care services are not limited to indigent patients, however. The present 
research project at Montefiore Hospital includes both private and indigent 
patients and demonstrates a method in which private physicians can use such 
services with their own patients, while they maintain the overall medical 
management of their patients. 

It is hoped that any plan for provision of services to the aging population, in 
Allegheny County, will include initiating new, and expanding present hospital 
based organized home care programs. 


a 
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ORGANIZED HOME-CARE PROGRAM-——MONTEFIORE HOSPITAL RESEARCH PROJECT 


Following is the research plan of this program: 
Aims of the project 


Through a study and control group of approximately 100 private and indigent 
patients, this project is designed to study total medical care needs of patients 
with congestive heart failure and the effect of providing adequate medical and 
related resources through a hospital-based home-care program. The following 
questions are being explored. 

(1) Is prevention or postponement of further disability possible in such 
a program? 

(2) Can length of stay in initial hospitalization be decreased with con- 
tinuation of necessary care in the home? 

(3) Are there notable decreases in instance of rehospitalizations? 

(4) Can physical and vocational rehabilitation be effected? 

(5) Is there reduction in cost of care to indivdual and community? 


Methods of procedure 


Beginning February 1, 1957, all inpatients admitted to the Montefiore Hospital 
with a diagnosis of congestive heart failure were recorded. By March 31, 1959, 
this record included 513 patients. Of this number 309 were not referred to the 
home-care program because they either lived outside of the study area (see 
geographical limitation described under “Criteria”) or were patients of non- 
participating physicians. Of the 204 patients referred for home-care considera- 
tion, 94 were eligible for this program, 110 were ineligible. Of the 110 not 
eligible, reasons were as follows: 30 because of the medical situation, 34 because 
of the social situation involving either no caretaking person or an unsuitable 
home or inadequate family relationships, 11 patients or their families preferred 
other medical care planning, 24 expired during their hospitalization before 
home-care decision was made, and 11 were moving out of the geographical 
area of the study following hospitalization. From the beginning, the seven 
participating physicians in this study included their private patients for con- 
sideration. In these cases, it was understood that should these patients become 
a part of the research sample, the private physicians’ relationship for manage- 
ment of this patient would be continued using accepted study procedures and the 
supplementation of home-care services. The indigent patients would receive their 
medical care from two physicians on this panel. All of the panel physicians 
meet the highest board qualifications for internal medical and all are related 
in teaching assignments to the University of Pittsburgh School of Medicine. 

The sample (94) patients was derived through the following broad considera- 
tions which serve as basic criteria: Private patients of participating physicians 
and indigent patients who live within (a) established geographic area, (b) were 
found to be medically suitable, and (c) were determined to be suitable from a 
social viewpoint, emphasizing particularly adequacy of family relationships and 
the availability of a caretaking person in the home. 
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Criteria 

(a) Geographical limits.—The geographical limits specify the triangular area 
of Pittsburgh between the Allegheny and Monongahela Rivers from the point to 
the city line. In order to insure maximum benefit of all services to the patient 
group, accessibility with minimum traveltime is essential. All homecare staff 
is available 24 hours a day. 

(b) Medical suitability—Medical suitability involves definitive medical diag- 
nostic study by the physician and special consultants in consideration of po- 
tential home-care patients. X-ray, electrocardiograph, laboratory, and other pro- 
cedures deemed advisable to a complete study are available. Medical identifica- 
tion of the patient in this sample is based on those having congestive heart 
failure, according to American Heart Association classification of III C and D, 
and IV EB and F, as evidenced in such findings as (1) paroxysmal nocturnal 
dyspnea, (2) cardiac enlargement, (3) increased venous pressure, (4) abnormal 
electrocardiogram, (5) significant arrhythmia, (6) diastolic murmurs, (7) pe 
ripheral edema, (8) exertional dyspnea. 

To the degree possible, all diagnostic criteria are recorded. A medical check- 
list prepared initially as the guide for the evaluation of evidence and symptoms 
of congestive heart failure also serves to chart medical status at 6-month inter- ' 
vals. Both study and control patients in the sample have a physical examina- 
tion semiannually to further evaluate physical status for comparative purposes. 
At this time, as at the initial examination, procedures are carried out for testing 
venous pressure, circulation time and vital capacity, as well as electrocardio- 
grams and chest X-ray with cardiac fluoroscopy. 

(c) Suitability of the home.—After the patient's medical status is thus deter- 
mined by the physician to be acceptable for home care, the social evaluation is 
the next step in determining eligibility. This includes such considerations by 
the medical social worker as— 

(1) Family’s readiness to have the patient at home. 

(2) Family’s capacity to meet his emotional as well as physical needs. 

(3) Willingness of patient and his family to participate in home-care 
program. 

(4) Capacity of family to adapt to changes necessary in the household 
routine. 

(5) Stability of responsible caretaking members of the household. 

(6) Ability of family to provide continuous care for the patient without 
undue stress on other family members. 

(7) Housekeeping standards compatible with health. 

The social worker studies the home and family in relation to the patient’s 
needs. Since illness does not occur in isolation, the family’s attitude toward the 
patient is most important in a home care study. Some families may not be 
eapable of or willing to accept the responsibilities for caring for an ill person at 
home. The physical limitations of some homes may preclude the possibility of 
adequate patient care but the appearance of the home is not too significant unless 
it contributes definite health hazards. The meaning of the home to the patient, 
the associations he has with it, the love which it signifies, are factors that have 
greater implication than its physical setting. The social evaluation, therefore, 
requires skill in identifying attitudes of the patient and family and-ability to 
judge the total situation. If the medical social worker finds the family and 
home unsuitable for the welfare of the patient, the patient is not accepted for 
home care. If suitable, the patient is then eligible for inclusion in this research 
study. 

Through random process of selection (according to admission number) study 
and control patients were identified. The study patients have available as 
needed all the services of the home-care program. The control patients receive 
none of these services but continue with the usual community resources to which 
they are accustomed, with the exception that at 6-month intervals, they are 
given a physical examination to determine medical status of congestive heart 
failure. Also, the social worker sees the control patients at 3 month intervals 
for information identified on the social checklist. 
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STATEMENT OF SIDNEY BERGMAN, EXECUTIVE DIRECTOR, 
MONTEFIORE HOSPITAL, PITTSBURGH, PA. 


Mr. Bereman. I am presenting material today that was prepared 
by Mrs. Celia R. Moss, director of home-care at Montefiore Hospital. 
Mrs. Moss was called out of the city on an emergency. I would like 
the opportunity, if time permits to speak a little further on the general 
subject. 

Senator Ciark. Please go right ahead. 

Mr. Beroman. First I shall read Mrs. Moss’ statement re home 
care in our institution. 

Sometimes the most obvious methods of dealing with problems are 
ignored. The older person, assured of provisions for his basic needs, 
prefers to be in his own home, surrounded by family, friends, and 
familiar environment. When difficulties arise, which affect his 
equilibrium, his family and friends, not he, begin to think of places 
where he can be removed. 

We live in a culture which places the values on youth. The aged 
are tolerated if they remain well and are self-supporting. Even 
though they may be self-supporting but become ill with a chronic dis- 
ease, their care becomes involved with institutional planning. As a 
result, more beds are requested for chronic disease facilities, beginning 
with hospitals and ending with so-called nursing homes. 


HOME MEDICAL CARE DEMONSTRATIONS 


For almost 10 years, Montefiore Hospital has demonstrated effective 
patient care to the extension of the hospital into the home in its 
organized home medical care program. 

Initially, a 3-year demonstration of patients with various chronic 
diseases were studied with a controlled group in a research and service 

roject of this hospital, supported by the Sarah Mellon Scaife 
Poundittion: 

At the present time, through a panel of staff physicians and related 
personnel ; nurses, social workers, nutritionists, medical and surgical 
consultants, et cetera, the hospital is engaged in a 3- to 6-year study 
sponsored by a combined State and Federal grant to determine the 
effect of hospital-based home care services in the treatment of patients 
with congestive heart failure. 

While there are varieties of sponsorship, administration, and services 
in home care programs, it is agreed that hospital-based organized 
home medical care program extends comprehensive hospital services 
and facilities supplemented by community resources in the patient's 
home. In the hospital-based program, the quality of medical care 
is more assured through continuity of supervision. Besides the anxi- 
ety of increasing dependency upon patients and their families which 
often produces stressful relationships, the expense, as well as concern 
to family and community of the ill person, warrants consideration. 
The mounting costs of building more and more hospital beds point to 


. 


PinAnanire 
rf eririasagrerer = 






















712 THE AGED AND THE AGING IN THE UNITED STATES 


the necessity for viewing the problems of long-term illness in newly 
developing programs. It is believed that this study, with the sample 
consisting of patients with congestive heart failure, may be useful in 
its application to other diagnostic groups as well, 

The visiting nurse association provides nursing services in this pro- 
gram. Other resources of the community are used wherever pos- 
sible. Even though this program has been demonstrated for 10 
years in Allegheny County, and efforts have been made by the hospital 
administrator and home care staff to encourage other hospitals to: 
consider this program; and even though interpretation of this pro- 
gram has been continuous, the community in Allegheny County has 
not recognized the validity of such services in any attempt to assume 
responsibility for initiating other hospital-based home care pro- 
grams. 

Reports have been heard today defining the needs for medical care 
services to the aged. Concern has been expressed about the inade- 
quacy of present nursing homes. Pittsburgh is unique as a city 
which does not include a municipal hospital, even for acute diseases. 
Our county hospital, the very beautiful John J. Kane institution, 
leaves little to be desired in terms of its buildings. Its adminis- 
tration, through competent physicians, is considering plans to re- 
turn patients to the community who are not in need of medical care 
within their institution. One of the areas that should be examined 
is the possibility of an organized home medical care program in re- 
lation to the John J. Kane institution. 

Home care services are not limited to indigent patients, however. 
The present research project at Montefiore Hospital includes both 
private and indigent patients, and demonstrates a method in which 
private physicians can use such services with their own patients, 
while they maintain the overall medical management of their patients. 

It is hoped that any plan for provision of services to the aging 
population, in Allegheny County, will include initiating new and ex- 
panding present hospital-based organized home care programs. 

Senator Crark. Mr. Bergman, I think that is a very helpful bit of 
testimony, something we have not had before, and I want to think you 
for bringing it to the committee’s attention. It seems to me that this 
plan deserves wide recognition and publicity. Thank you very 
much. 

I think you said you wanted to say something else. 

Mr. Bereman. I would like to have an opportunity for a minute or 
two, to add to this statement. 

Senator Ciark. I will give you 3 minutes. 
Mr. Bereman. Thank you, sir. 


EUROPEAN EXPERIENCES 


In the first place, it was my opportunity to visit some of the in- 
stitutions in Denmark and to look at the overall organiaztion for the 
care of the people, including the aged. What I found there was so 
admirable that I would commend it for study to any group interested 
in this problem and I am sure, undoubtedly, attention has been given 


to it. I feel very strongly as the result of many years of study and 
work in this field. 
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Senator Crark. Mr. noe would you suggest that the sub- 
committee take a junket to Denmark at the taxpayer’s expense? 

Mr. Bereman. I think it would be worth it. 

Senator Crark. Thank you. 

Mr. Brereman. I think that a remedy for the problem of care for 
the aged exists within the framework of our present social structure. 
My views are somewhat divergent from those which I have heard 
expressed today. 

Senator Ctark. You could express almost any view today and find 
it was divergent. 

Mr. Bereman. I feel that within the framework of the Blue Cross 
and Blue Shield structure there exists potentials for the develop- 
ment of an overall program for the health care of the aged. 

Senator Crark. Mr. Bergman, do you really think that under 
Blue Cross or under Blue Shield or any other voluntary plan you 
can take care of the lower income third in our population? I doubt 
it. 

Mr. Bereman. I was coming to that because I have a suggestion 
and it is merely this: This may be hopelessly idealistic but it seems to 
me that the first thing to do is to correct the evils or the inadequacies, 
let us say, which is a better word, within the structure of Blue Cross 
and Blue Shield. The coverage is woefully inadequate. There are 
huge gaps in medical care. 

a Criark. But does it not have to be to pay for itself? 

Mr. Berean. I do not believe so. In the first ‘inns I think that 
there has been too much stress on the high cost of health. 

Senator Crark. It is pretty hard not to put a lot of stress on it when 
you see what a large proportion of the cost of living it takes. Food 
goes down, medical costs goup. The cost of medical care has been in- 
creasing by leaps and bounds in recent years. Maybe that is because 
we did not have any medical care before. 

Mr. Bereman. Yes, the unit cost has been increasing but not the 
overall cost, due to the improvement in medical techniques and hos- 
pital techniques. 

Senator Ciarx. That may be true, but for the average American 
citizen the proportion of his income for medical care has been going 
up. lLagree he is getting better medical care. 

Mr. Bereman. Health is a commodity which is purchasable just 
like food or clothing and should be budgeted for. I feel that regard- 
less of how inadequate our care — is we are also paying the cost 
of an inadequate system. And I suggest a reallocation of expendi- 
tures. 

Senator CrarK. You think it might be well to have a little more 
medical care and perhaps not as many televisions in the house? 

Mr. Bereman. Exactly. 

Senator Ciark. This is a revolutionary thought. 

Mr. Bereman. I will go along with that. 

Perhaps we could have more preventive care. 

I suggest that there be a unified Blue Cross and Blue Shield pro- 
gram. For instance, in the State of Pennsylvania alone I believe 
there are six different Blue Cross programs. I think there should be 
a uniform contract and that the coverage should extend to care in the 
home as well as in the hospital, for office visits, as well as home visits, 
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hospital visits, and to provide for home care. This has been suggested 
by my colleague on the left; I think this is an excellent provision. 

Senator Ciark. Your three minutes has been interrupted by me, I 
know, but see if you can wrap it up in a minute, will you? 

Mr. Bereman. I will try to. I feel the Blue Cross contract should 
be available across the board to everybody and subsidized by tax funds 
to those people who are unable to pay the full cost of the premiums. 
That is the story and I think that it is not impossible for the good 
minds in this Commonwealth to develop such an organization. 


Senator Criark. It is an interesting thought. Thank you, Mr. 
Bergman. 


Now, Dr. Cobb. 


Dr. Cobb, your prepared statement will be made part of the record 
at this point. 


(The prepared statement of Dr. Cobb follows :) 


PREPARED STATEMENT OF SIDNEY Cogs, M.D. 


As one studies aged people in this country, one is regularly impressed with 
four characteristics which they display. It is my intention to point out the 
needs that the aged have as a result of their four major characteristics and then 
discuss a program for approaching a solution to these problems. 

The aged are infirm. For example, the studies of the commission on chronic 
illness in Baltimore would suggest that three-quarters of those over 65 have 
some need for medical care as compared to only half of those 35 to 64, and only 
one-fifth of those between the ages of 15 and 34. In contrast to our children, 
their diseases are mostly chronic, in fact, the average aged person acquires one 
new chronic disease each 10 years. Finally, and perhaps most important, the 
medical problems of the aged are of such a nature that they seldom respond 
rapidly to treatment. Health maintenance rather than dramatic cures is the 
important aspect of their management. 

On the whole, the aged find that their patterns of life are fairly fixed and 
that they don’t adapt readily to new environments. This is regularly expressed 
in the unwillingness of old people to move from their familiar surroundings into 
new neighborhoods. It is measured in terms of their high mortality on admission 
to mental hospitals or homes for the aged. This lack of flexibility of the aged is 
so well recognized that it hardly needs further comment. 

The aged feel lonely, unnecessary, and sometimes unwanted. The loneliness 
is in part due to the fact that their friends are diminishing in number and by 
the fact that their children have grown up and moved away. The men who have 
retired from their occupations and the women who no longer have children at 
home often have the quite justified feeling that society has no particular need for 
them to goon living. This is most unfortunate, for there are many things which 
the older and wiser members of our community have to contribute. Unhappily, 
in the United States we tend to overlook these values. Naturally, the next step 
beyond feeling unnecessary is to feel unwanted. It is one thing to feel that one 
is not contributing much, but it is much worse to feel that one is actually a 
burden on one’s relatives or on society in general. These are feelings which 
must be considered in every approach to the problems of the aged. 

Finally, the aged are poor. Three things have contributed to this. First, en- 
forced retirement at 65 leaves many people with much reduced income from then 
on. Second, the continuing reduction in the value of the dollar to the point where 
the purchasing power at the present day is substantially less than the purchasing 
power of the dollar they earned during their active years. Finally, we are not a 
people who are noted for our thrift, but rather for our ability to keep the dollar 
moving. 

These four characteristics, infirmity, reduced adaptability, loneliness, and 
poverty, seem to determine the major needs of the aged. Let us now examine 
the needs of our senior citizens and the way in which they derive from these 
characteristics. 

Under the heading of infirmity there is an obvious need on the part of the aged 
for a lot of medical care. As I have already indicated, they have more total ill- 
ness than younger persens and they have a great.deal more long-term illness. 
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There is a general supposition that the aged don’t get as much medical treatment 
as they “need.” This is undoubtedly correct, for the medical needs of the aged 
are very great. However, it is only fair to point out that two studies, one done 
in New York and the other in Boston, indicate that percentagewise the needs 
of the aged are about as well met as the needs of other age groups. 

Accepting the fact that the aged do not receive as much medical care; and 
I use the word in its broadest sense to include hospital treatment, nursing and 
other ancillary services, and dental therapy, as well as physician services; as 
might be appropriate, we can wonder why this is the case. Among the most 
important reasons would seem to be the following three: The first of these is a 
matter of ignorance in that they sometimes don’t know when or where or how to 
seek out the treatment they need. The second is a matter of finances or values, 
one is never quite sure which. In any case, people often feel they cannot afford 
the medical care which is indicated. Finally, there is a dearth of phyicians 
who like to do the kind of week by week and month by month maintenance 
work that is necessary to keep older people on the go. Most of us prefer to treat 
acute and clearly curable conditions. 

The solutions to these problems are fairly straight foward. First, we must 
provide more health education for our senior citizens. Second, we must see 
that there are adequate facilities and personnel to do the job. For example, 
here in Pittsburgh we have one of the world’s most outstanding physical plants 
for the hospitalization of the aged, yet it is woefully understaffed in all areas 
of professional service, from nursing and social service to medicine and surgery. 
Though we are making progress in the field of rehabilitation, we have a great 
deficiency in nursing homes and places for people to live who have only modest 
disabilities. Third, we must change the patterns of our medical education to 
include more and more enthusiastic instruction in the fields of geriatrics, chronic 
disease, and the social aspects of medicine which loom so large in the problems 
of older people. Incidentally, as medical school curriculums become enriched 
in this area the growing faculty strength will provide community leadership 
in the solution of the basic problems. Fourth, we come to the financial problem 
in obtaining medical care. This is merely a symptom of the underlying poverty 
which will be discussed later. At this point it is appropriate to indicate by way 
of analogy that physicians have found it unwise to treat symptoms separately 
and have been much more successful when they treat underlying disease. It 
would seem, therefore, that it would be better to deal with the problem of pov- 
erty directly rather than to provide free medical care for all those over 65. 

Despite whatever may be done to alleviate poverty, there will remain a need 
to apply the insurance principle to the payment for the health needs of the 
aged. In particular, there is a need for the development by private insurance 
earriers of insurance policies to cover catastrophic illness, as well as extension 
of coverage by ordinary medical insurance programs such as Blue Cross and 
Blue Shield. The Government may need to encourage and support experiments 
in this field, but there is no reason to suppose that private enterprise will not 
be as successful here as it has been elsewhere. Cooperative planning of the 
financing of medical and hospital treatment has been undertaken locally by 
the State medical society and the hospital council. (Dr. Matthew Marshall will 
be available to answer questions on this matter. ) 

The need for a stable and familiar environment which arises out of the re- 
duced adaptability of older persons can be tackled in several ways. First, we 
must give serious attention to the problem of finding ways to keep them at home 
as much as possible and as long as possible. This means active support of 
programs for medical care in the home and extension of visiting nurse pro- 
grams to include ancillary services as required. Second, for those persons for 
whom no homes are available, foster home programs must be developed, for I 
am sure that foster homes are better for these people than large institutions. 
(I expect Dr. Kraft will speak more in detail about this need and our plans for 
development in this regard in Allegheny County. ) 

With regard to the need to be needed, it seems that the most important ap- 
proach at the moment should be through active support of social science research 
on the question, “How in our culture does the superannuated individual find a 
satisfactory place in society?’ One thing seems clear already, and that is that 
programs for the aged should in general be directed at finding ways for them to 
help others, help each other, and help themselves, rather than at having others 
doing things for them. Finally, flexible retirement systems are operating in a 
number of major manufacturing concerns, and it would seem important that 
these systems be studied further with regard to their more general applicability. 
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As a corollary to this, imaginative leadership is greatly needed in identifying 
those jobs in the community that are going undone but that could be tackled by 
older people. 

The last problem, that of poverty, is a problem which I am not really pre- 
pared to discuss, except to repeat that in medicine we find it much more satis- 
factory to treat a patient’s disease rather to try to treat the symptoms sepa- 
rately. We, therefore, find it poor public policy to give older persons a little 
reduction in taxes, occasional free food if he is indigent, and free medical care 
if he is sick. It would be much more appropriate to solve the basic economic 
problem. It is important that this be solved because of the well-known relation- 
ship between poverty and disease which has recently been documented by studies 
at the University of Pittsburgh. 

With these needs in mind, I would like to recommend a basic legislative pro- 
gram. Throughout this discussion, I trust the need for inspired leadership has 
been consistently apparent. In order to meet this need, the following two-point 
program is suggested : 

(1) Where leadership is already available, Federal grants-in-aid should 
be given, presumably through the several States, for support of experimental. 
and developing programs in (@) medical insurance coverage for the aged, 
(b) rehabilitation, (c) home care, (d) extension of visiting nurse services, 
(e) nursing home operation, (f) foster home placement, (g) counselling, 
(hk) health education for the aged, (i) flexible retirement programs, and 
(j) such other programs as relate to the health and welfare of the aged. 

(2) In order to develop more leadership, direct Federal grants should 
be given to universities to develop teaching and research programs on the 
problems of the aged. Such grants should be provided for medical schools, 
schools of public health, schools of social work, schools of nursing, and 
schools of social science. 

In conclusion, I would like to repeat that the most important conception to 
hang on to with regard to the aged is that we must try to help them to help 
themselves. We must not look after them the way we look after babies, they 
don’t need this and they don’t want it. 


STATEMENT OF DR. SIDNEY COBB, ASSOCIATE PROFESSOR, GRADU- 
ATE SCHOOL OF PUBLIC HEALTH, UNIVERSITY OF PITTSBURGH 











































































































Dr. Coss. Senator Clark, it is a pleasure to be here with you today. 

I would like for the sake of the record to clarify one point: I am 
employed by the University of Pittsburgh, but I am here today repre- 
senting the Allegheny County Medical Society of which I am chair- 
man of the committee on chronic disease and geriatrics. 

When these hearings were announced it was my privilege to talk 
with many physicians in this area and we discussed many of the 
points which have been brought up today. The most important of 
these are covered in the document which I presented to your com- 
mittee and many of them have already been competently covered by 
those testifying earlier today. 

I would like to speak to two points. First, the personnel prob- 
lem, which, I think, is a very serious one. We have heard testimony 
about the problems of shortage of nurses. I think Mr. Bergman per- 
haps underemphasized the shortage of social workers. We have a 
great need for additional social work for assistance of people over 
age 65 and there is no question in my mind but that there is a short- 
age of medical professional help to cope with this problem. 

Senator Crark. As I got Dr. Kraft’s testimony I thought he did 
not agree with you. He seemed to be a little loath to admit that 
geriatrics was a specialty. 

Dr. Coss. I would agree with him and this was the other point 
which I would like to come to in a moment if I may. I think Dr. 
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Kraft would have to admit though that he is faced as you I hope will 
see tomorrow, with a very serious shortage of staff in operating that 
hospital. This is a magnificent physical facility and we in this county 
can be justly proud of it but we have no right to assume that we are 
doing an adequate job for our senior citizens when we are faced with a 
staff of 8 full-time physicians to care for 2,000 patients. 

Senator CrarK. That sounds like the understatement of the day. 

Dr. Coss. This is part of the growing pains of a new institution and 
there are mitigating factors in that there are physicians who come in 
on a part-time basis and help to cover this shortage. But 1 nurse 
covering a ward of 100 sick patients cannot adequately do the job that 
is needed. 

Senator Cuark. Is this because there are not any more nurses or 
there is not any money to pay them ? 

Dr. Coss. I think it is more the latter. I think it is a complex prob- 
lem. You cannot put it fully on the basis of money. I think the num- 
bers of physicians budgeted out there are inadequate. 

On the other hand, I know that some of the positions are going un- 
filled and there are promteme of: “Is this the most desirable working 
situation for a girl?” There are many of these things. 

Senator Cuark. I tried to paint it with a broad brush this morning 
and maybe I was oversimplifying when I indicated that apparently it 
was a problem of inadequate personnel in terms of numbers to some 
extent, although less so in terms of training and largely, in addition 
to that, a problem of inadequate funds. Do you think there is any 
other significant factor that is not included in that generality? 

Dr. Coss. One other thing, and that is I think in the realm of ideas 
and ingenuity. It seems to me that we need leadership in this field. 

Senator CiarK. I think we can say, Doctor, we need leadership, 

eriod. We need it in every field and this is the big challenge to our 
emocracy. 

Dr. Coss. Quite. 

Senator Cuark. I agree with you but I think on the whole you 
probably have better leadership in the medical field than in many 
others. Maybe you will not agree. Maybe you are too modest to 
agree. 

Dr. Coss. Well, I will accept it as a compliment to the profession. 

Senator CiarK. I mean it as such. 


LIVING ARRANGEMENTS 


Dr. Coss. I would like to speak to one other point that has been 
somewhat underplayed today, and that is the problem of the adapt- 
ability of the older person. We have a tendency to suggest, as Con- 

ressman Moorhead did this morning, that it would be an admirable 
idea to find large hotels to house some of our older people. This ful- 
fills many of the requirements that these older people display but it 
goes against one or two basic principles. 

First, their lack of adaptability. If one is taking them out of the 
environment where they feel comfortable and putting them in an in- 
stitutional setting unfamiliar to them we have reasonable evidence to 
suggest that mortality is increased in the few weeks succeeding admis- 
sion to institutions, mental institutions, homes for the aged, the John 
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J. Kane Hospital. This, I believe, is related to this lack of adapta- 
bility and not entirely to the diseases for which these people are ad- 
mitted. This is further expressed in the unwillingnes of these people 
to be hospitalized or to go into these institutions. They want to-stay 
in familiar surroundings. 

The other principle which this violates is the principle of segre- 
gation and brings me back to what you were saying a moment ago. 
We should avoid segregating this problem. We should avoid con- 
sidering geriatrics as a specialty. Above all we should avoid segre- 
gating the oldsters from people of other ages. No one who has seen 
grandchildren benefit and learn from their grandparents, or no one 
who has seen grandparents refreshed by a visit from their grand- 
children 

Senator Criark. Sometimes exhausted. I speak of the grand- 
parents. 

Dr. Cops. Sometimes temporarily exhausted, but on the whole 
cheered with new points of view, no one who has seen these things could 
feel that we ought to completely separate the aged from the young. 
They belong in families, not segregated. 

Senator CLark. Doctor, I would agree with everything you say but 
I think you would agree with me, would you not, that there are varying 
categories of the aged and aging, some of whom unfortunately find 
themselves in positions where they must live alone and have no family 
to turn to, and for them Congressman Moorhead’s suggestion would 
remedy a part of the need. 

Dr. Cops. Quite. I am sure that a part of the need is met. I do 
think, however, that there is some advantage to considering foster 
home placements for such persons when this is appropriate. In all in- 
stances, this will not be appropriate. We must explore both kinds of 
placement. 

Senator CLark. Foster homes should be the answer only if the in- 
dividual is no longer able to care for himself or herself in the kind of a 
hotel Congressman Moorhead had in mimd, is that not correct ? 

Dr. Coss. I could conceive very readily of foster home placements 
of persons quite able to take care of themselves and in fact able to pay 
for their own care. Many of them might be happier living in a fam- 
ily than living alone in a small third-floor flat in disagreeable circum- 
stances. 

Senator Crark. Yes, I think you are right. Again it becomes : 
question of individual choice and adjustability, does it not ? 

Thank you very much, Doctor. 

I wonder if any of you panel members have any questions you would 
like to address to each other or any observations you would like to 
make on each other’s testimony? I do not want you to feel unduly 
rushed here. If you have something you want to say, please do not 
hesitate to do so. 

Then, thank you very much and we will take a very brief recess so we 
can get set up for this next phase of our hearing. 

(Whereupon, a short recess was had.) 

Senator CLark. The hearing will please come to order. 

Mr. Sidney Spector, the staff director of the committee, is at the 
microphone in the middle of the room. 
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We are now happy to recognize individuals citizens who come here 
to be of assistance to the committee. If you will raise your hands and 
identify yourselves to Mr. Spector, he will call on you in turn. 

Mr. Spector, you are in charge. 

Mr. Srector. Thank you. 

I think we have someone over here. 

Senator CLarKk. Let me repeat that we hope we will be able to 
confine your comments to 3 minutes each because there are so many 
who wish to be heard. 

Mr. Specror. Senator, this is Mr. Charles E. Walck, from Lewis- 
town. 

Senator Crark. Mr. Walck, we are very happy to have you with 
us. 
Mr. Wack. Thank you, Senator. 

I am here to talk for the aged. I am past 65, past the 65 mark, 
myself. And I would like everybody to get in line personally in 
talking here this morning about the Blue Shield. 

Now, what my problem is is this: How about the aged who is not 
getting enough social security to take out this Blue Shield or keep it 
up? Now, I would like to see this Forand bill go through to take care 
of this hospitalization. 

Down at Lewistown, hospitalization and surgical will run you 
$11.04 a month. What about the fellow who has a small income, a 
small social security, plus his rent, his electric bill, his gas bill, his 
garbage, his insurance, his taxes, his car insurance—if he happens to 
have a car—and telephone bill? Now, there is one income, social 
security. 

Suppose that family head had a job that only paid him around 
say, $2,500, which there is plenty of them there. If he only had a 
check for $2,500, I mean if his yearly income was $2,500, his social 
security would be, I would say, roughly around maybe $85 a month. 

Senator CxiarK. Sir, your point is that a man in that position can- 
not possibly afford Blue Cross and Blue Shield, right ? 

Mr. Waxcx. That is right. 

: Benater Crark, And you think the remedy is to pass the Forand 
ill? 

Mr. Watcx. I think it should be taken care of through the Social 
Security Act. I think the Forand bill should take care of that. 

Senator Crark. Thank you very much. I think that is a very 
helpful suggestion and we are very glad to have heard from you. 

Mr. Watcx. I am not the only case in Lewistown. I can name 
numerous cases but I do not know whether this man that was talking 
for Blue Shield 

Senator CLark. I am aware of what you have in mind. I think you 
have made a good statement. 

Now, let us have the next witness. 

Mr. Cottarp. My name is Wesley C. Collard. I have the honor to 
be here and I want to thank you. I am the president and represent 
the United Steelworkers of America, District 15. 

Senator CLark. How old are you, sir? 

Mr. Corzarp. I am 69. We are all supporting the Forand bill. 
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I pay $38.70 hospitalization. My wife was in St. Francis Hospital last 
spring. I got a bill of $576 which Blue Cross does not pay. I have 
several things. There is too much here to read out. 

Senator CLark. How do you expect to pay that bill? 

Mr. Coxxarp. I had to pay it. Iam ona pension. There was no 
other way out of it. How are you going to get her out of the hospital 
if you don’t pay it? My wife is worth more to me than to leave her 
in the hospital for them to make a slave out of her. 

Senator Crark. You had to pay that bill or they would not let you 
take her out of the hospital ? 

Mr. Cottarp. You know what the consequences are. They wrote me 


a letter. I have the bill here from the doctor. One doctor, $15, I never 
seen him. 


Senator Crark. Maybe he saw you. 

Mr. Cotiarp. What do you say? 

Senator CLrark. Maybe he saw you. 

Mr. Coxtuarp. They think because we are pensioners we have no 
rights. Then the Blue Shield even told me that my wife don’t belong 
to it and I paid $38.70 and here is the receipt here. Do you think 
that is fair? 

We made a survey. I have a letter right here. It tells you right 
here, the letter right here. Then here we made a survey of pensioners 
here last spring. We have men here that gets $40 and $50 a month. 
One of them says he gets meat once a week. Here is another fellow, 
four or five of them live in one room. Here is another fellow that 
doesn’t get any pension at all because he went from one mill to another 
when he was laid off. 

Senator Ciark. Your point is these men cannot afford either Blue 
Cross or Blue Shield ? 

Mr. Couuarp. That’s right. They cannot afford to pay that. 

Now, us pensioners are not asking for charity. We have here, you 
see these old people here, starting by the light pole, see these two 
doctors standing down there and looking at them and saying, “Aw, 
that’s socialism.” I want to know what socialism is or what com- 
munism is. They call the Forand bill communism. I’d like them to 
explain that to me. I want everybody to support this Forand bill. 
How will you pay for hospital, surgical after 65 years of age? 

Write your Congressmen and Senators to support this bill. I am 
asking everybody that hears my voice to support this bill and in this 
bill we are not asking for charity. We are willing to sacrifice a little 
of our social security. That is the one that makes about $72 or $80. 

Senator Cuarx. Thank you very much. 

Mr. Cotnarp. Oh, yes. One more thing. It will only take a second. 

My wife and I are both under the ucts care. I was in the 
hospital eight times. She was in six. Here is a bill that I pay an 
average of $450 a year, drugstore bills. How do you think we ought 
to do that? 

Senator Ciark. Thank you, sir. 

Mr. Cotxarp. I thank you for giving me the opportunity. 

Mr. Spector. This is Mr. Alex Littman. 

Mr. Lirrman. Distinguished Senator, the Honorable Mr. Clark, I 
was waiting for that 8 en a long, long time. 


Senator CuarK. Well, now make the most of it. You have got 3 
minutes. 
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t Mr. Lirrman. I am 81 years old. I am in the United States 63 

@ years. I was always interested in political, religious, and cultural 
things and whenever something was wrong I was man enough to 
write to the newspapers and express myself. 


O I happen to have the honor to have a beautiful appreciation card 
1 from Alfred E. Smith after the 1928 election. My first letter to the 
r newspapers was, “Alfred Smith for U.S. President.” 
Then Roosevelt was nominated in 1932. 
a Senator Ciark. What I would really like you to do is to tell us 
what you would like us to do for the old people? 
e Mr. Lirrman. In 1949 I retired. Iwas 70 years young. My social 
r security, Mr. Senator, was $38.50. The Constitution of the United 


States speaks of life, liberty, and the pursuit of happiness. I ask you, 


my dear Senator, how much life, liberty, and the pursuit of happiness ne 
can you get on $38.50? oe 
I am not speaking just for myself. I am speaking for all the old, ad 
Oo old people of this country. It is the duty of the Government to oo 
4 see that old people shall be treated right. When I worked I didn’t = 
spend my money in the saloons. I wasn’t interested. When I retired 
I had several thousand dollars. I had to keep on milking my bank- a? 
t book and since I am retired in 1952 I was operated on and a doctor “ 
s which was a friend of mine, said to me, “Alex, how do you get along?” 
L. I said, “I am getting $60 a month social security.” He said, “You 
ry can’t get along on $60.” I said, “I got some money in the bank and = 
t then my daughter helps.” a2 
r He charged me $250 and I paid him. For the last few months I was 
to the doctor, I was to the doctor last Wednesday, $5 a visit, and he is =e 
e a fine man, the work he is doing on me is worth more than $5. He i 
had to take X-rays. He didn’t charge me much. He asked if I be- 2 
longed to Blue Shield. Itold him no. I worked for the Ward Baking ws 
u Co. I belong to Blue Cross. When Blue Cross started I paid $1.65 for 
Oo me and my wife. Do you know how much I pay today? $8.85. Can 
ry I afford to do it? Can I afford to go every once in a while to a doctor? 
- Here is something about doctors: There are wonderful doctors not tt 
Oo interested only in the money. Interested to help people. About 2 = 
l. years ago I had a rash on my legs. I wondered why I had that rash. 


I was not a drunkard. I was not a bum. He told me to come back 
next week and gave me some salve. He charged me $16 for four visits 
and then told me to go to his nurse again and she charged me. It is 
time for the Congress in the United States, whenever they take office 
they swear they will uphold the Constitution of the United States. 
The United States has got to represent all of the people. Something 
has to be done for the old folks. Because there is only two alternatives 
for the United States, it is either share the work and share the profits 
or else let Uncle Sam take over the factories and the natural resources 
and operate it for the benefit of all the people, not for the money 
gangsters. 

Senator Ciark. Now, Mr. Littman talked pretty fast and the stenog- 
rapher might not have gotten everything he said. I will try to sum- 
marize his statement by saying he gave us a very graphic statement 
I about his difficulties in getting adequate medical care with a social 

security payment which was inadequate to keep his wife and himself 
.. 3 in the necessities of life. He pointed out that he could not be expected 
to continue his Blue Cross and Blue Shield with the social security 
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payments and indicated that he thought something should be done 
to provide better medical care for the aged. 

Now, sir, we will be happy to hear from you. 

Mr. Reynoups. I am Joseph Reynolds. I have here a bill from 
one of our members. The combined income is $114 per month social 
security. They pay rent, utilities, and he has a bad heart condition 
and his medical bills run from $20 to $25 2 month. So his wife put 
him in the hospital. After 4 weeks i in the hospital he gets a bill for 
$925.65. He would have been better off staying at the Biltmore. 
How is he going to pay that? If anybody can figure that out I don’t 
possibly know. 

The Forand bill is the only solution. It is not a solution. It isa 
must. Either that or you are going to wreck all the institutions in 
the United States, hospitals and all. Wedon’t want charity. We are 
willing to pay some portion of it. And here is a call. They didn't 
even have our address, so they sent it to the meeting hall. This comes 
from San Antonio, Tex. She is a pensioner. She was also sold hos- 
pitalization. She said in part, I will read it: 

I have very many cases where I was advised to take steps to cancel the poli- 
cies where they had paid in many, many years and expensive illness had not 
struck. These are not isolated cases. I examined 20 policies and each one had 
some gimmick. We call this how to avoid payments for cancer. This business 
was too dishonest for my point of view So we got out and that is the same thing 
in lots of ways. Once they get a bad case we cancel your policy. We don’t 
cover it. 

You had a case, the previous man right here. He paid a hundred- 
and-some-odd dollars and they couldn’t cover it. 

Senator CLark. Thank you very much, sir. 

Mr. Savitte. My name is Norman Saville, from Marcus Hook. I 
would like to give you first my own experience these last 5 years. 

I haye been in the hospital four times. I was operated on. My 
wife has been in the hospital four times and was operated on and she 
died last year. But I am very thankful to say that I kept the Blue 
Cross up because if I hadn't kept the Blue Cross up I don't know 
how the bills would have been paid and that is one reason I think, not 
for my own sake personally, but for older members of the community 
ul over who are on social security and are getting small amounts 
every month to live on and when you come to take livia ing expenses out 
of it they don’t have anything left to pay such things as Blue Cross 
or Blue Shield and I think this Forand bill is up In the Senate and I 
think it is one of the best things that came out for those people. 

Myself I don’t care one way or the other but I will stil vote for the 
Forand bill for the sake of the other people, not for myself. I can 
manage on what I am getting today very easily without going into 
debt. 

I would like to read you this. One of our members recently re- 
turned from a local hospital after a 6-week stay. His bills for hos- 
pital service was $1,342.55. This bill was taken care of by Blue 
Cross. His doctor’s bill was $800 which he has to pay. There was a 
remark made a few minutes ago by one of the previous men up here 
about if they didn’t pay a bill they wouldn't let his wife out of the 
hospital. Well, I had that experience a few years ago. She couldn’t 
pay her hospital bill and I had to pay before she came out of the 
hospital. I think something ought to be done to stop hospitals from 
doing that because if they keep you after that certain time they charge 
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you so much a day more as long as they are in there. That. increases 
the bill and they won’t let you pay so much down and pay so much 
a month which some people could do, but not pay the lump sum. 

Senator CiarKk. Let me say that I am just as indignant as you are 
about this habit of many hospitals imposing on poor people and say- 
ing they will not let them out of the hospital until they pay their bill. 
They have no right to do that under the law. You can go in and get 
your patient out. I have had them pull it on people I know well. It 
is an outrageous and disgusting custom, and there is no law to that 
effect at all. 

Every time we hear of an instance like that it should be brought 
out in public and the hospital’s action should be publicized. 

I thank you. 

Speaker. I should like to introduce Miss Dolly Johnson, who is 
106 years old, who has lived in a nonprofit institution for more than 
22 years, and in such a situation, not harassed by expenses, inability 
to care for herself, et cetera. In this kind of calm peacefulness, Miss 
Dolly has been a very productive person. Miss Dolly doesn’t hear too 
well any more, nor does she speak too plainly any more, but she cer- 
tainly is a skilled person with the scissors and needles and threads, 
and she is going to show you what a senior citizen can do who is happy 
even in their later years. 

Senator CLtark. Thank you very much. 

Miss Jounson. This issome of my work. 

Senator Crark. Let the record show that Miss Dolly exhibited to 
the committee and the audience some of the wonderful work that she 
has been able to do with her own hands in this institution, even though 
she is 106 years of age. 

Miss Jonnson. Two-tone; this is two-tone. This apron is a cocktail 
apron. 

Senator Crark. Thank you, Miss Dolly. That is certainly a graphic 
illustration of what we can hope our senior citizens will be able to do 
for many, many long years. 

Mr. Rar. My name is Thom: is Rae. I live in West Newton, in 
Westmoreland County. I am going to try to make mine brief. I am 
going to try to not use up more than the 3 minutes allotted. 

I tried to pay close attention to some of the testimony here today 
and it all dealt with the hospital care of the veterans. I'd like to 
have the question answered: What are they going to do about the old 
fellow who is well and doesn’t want to get sick ? 

I have a few items down here. I receive a pension from the mill 
of $54.52. My social security check, as you all know, is $116. Very 
well and good. The reason I have these items here, I am very much 
in favor of the Forand bill, and I think it will help all of us fellows 
to keep from seeing the psychiatrist that still have their right mind. 
Here I have my utilities, rent, and so forth. Light, $5; water, $4. 
That isa month. That is very high. 

Senator Ciark. Do you live alone or is your wife still alive ? 

Mr. Rar. My wife isstill alive. 

Senator Crark. Do you have any children with you? 

Mr. Rar. I have but they are all married and I am still unsupported, 
in‘other words. I am paying rent and everything else, and then my 
gas is $5. My Blue Cross and Blue Shield is $34.95. That isa quar- 
ter. It isa lot to pay but due to the fact that I had a family and we 
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saw other troubles; in fact it was my own brother and sister-in-law, 
both were stricken with, in the hospital, and all I could get when I 
was going to see them in the hospital is, “Who is going to pay the bill?” 
That is the reason I am keeping this up. It is a sacrifice. I don’t 
want them standing in the hospital halls, fighting about who is going 
to pay my bills. Although it is too much for the meager sums that 
I am receiving but I sacrifice that for the protection. 

Don’t get me wrong. I don’t have any quarrels with the Blue Cross 
and Blue Shield. God bless them. I don’t know what I would have 
done without them. 

Senator Ciark. What you think is that while you are glad you have 
Blue Cross and Blue Shield, you think that to keep it up you have to 

ay too high a proportion of your income, and you believe it would 
b fair if the Congress passed and the President signed the Forand 
bill; is that right ? , 

Mr. Rag. Correct. 

Then I have on top of that $45 a month rent and my pension amounts 
to $170.52. And after the cost of living that has skyrocketed, it is 
pretty rough. That is the reason I go on record as favoring that 
Forand bill 100 percent. 

Senator CiarKk. Let me ask you if anybody else in your family has 
any income? Does your wife have any money of her own? 

Mr. Rar. No. 

Senator Ciark. Nor does your daughter? 

Mr. Raz. And God knows, I don’t. 

Senator Cirark. Thank you very much. 

Mr. Rag. Thank you. 

Speaker. I am a wife of a retired steelworker. We have been talk- 
ing about the forgotten man but we have never remembered about the 
forgotten mother that gave all her time and she never had a chance 
to work outside or have social security. My husband gets social secu- 
rity, $50-some dollars a month. I am afraid if he should die, I don’t 
know how I could keep up with it on $25 and something a month and 
I don’t like charity and I am not speaking for myself, I am speaking 
for mothers who are inthe same spotasIam. They put their time, all 
their time to the children for the home and they have no social security 
except their husband’s and whatever there is and that’s all I have to 
say. 

Senator Cirark. Thank you very much. 

Mr. Levin. My name is Morris Levin. I don’t have very much to 
say about myself. I just want to say a few words in regard to an 
institution in Pittsburgh. It is a rather unique institution. It is 
called the Council of Jewish Women for the Aged, whereby all the 
people can come around and partake of whatever is offered in the way 
of health and education and also gives them a chance to meet people 
and talk to people. It sort of livens them up. I remember a year 
and a half ago I couldn’t find myself what to do, so finally somebody 
told me there is a group there in Forbes Street whereby people come 
together and play games. They also have teas and other entertain- 
ments, so I went.up there and I enjoyed it very much there. 

Many of them, I met people I have not seen for 40 years back, and 
we have our discussion groups. We also have our entertainments and 
everything is very nice except that there are a few deficiencies too. 
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Most of our people are scattered through the city and most of them 
live probably in a single room and have small pensions and small so- 
cial securities, They ¢ van’t afford transportation to this place. It 
could run about $3 a ie and they couldn’t afford it. 

Another thing, it happens to be on the second floor though it is a 
very nice place but a lot of people cannot walk up the steps. If they 
have a little more money why they probably could get a place down- 
stairs where people w ‘ould not have to walk the steps. Outside of that, 
it is a very fine organization and with some help from outside I under- 
stand that it costs them about $8,000 a year to run the place and it all 
comes from voluntary contributions. 

If there could be any help available to them they could make it even 
better or more attractive. 

Thank you. 

Senator Ciark. Thank you, sir. 

Speaker. I am not 65 years of age, but I have been engaged in work 
where I. get into the homes of the aver age family and the working 
family and as a result of that, I have been able to sit down and talk to 
people about their problems, especially people who have reached re- 
tirement and they are wondering how they will be able to get along. 
The greatest hazard I have found among these people is this question 
of medical care and in talking to them they said this: They will be 
willing, while they are working, to include in the social security law an 
addtional deduction, maybe 1 percent, a contribution from the other 
which probably is the Forand bill, which I have heard a lot about, to 
be sure they will be taken care of when they get older and in that way 
complete that circle of security that they are all looking for. 

Senator CLarx. Thank you very much, sir. 

Is there anybody else w ho desires to be heard ? 

Speaker. My problem is I am a widow, and, of course, I am not 
fortunate like some of the rest because my husband died before we 
had any social security and I have never worked—I wouldn’t say 
I have never worked but I didn’t know. It was domestic work I was 
doing and I didn’t know to start with that I was supposed to pay 
social security in domestic work. From 1943 until 1946—50—I were 
on welfare and I couldn't possibly find no work in Pennsylvania. I 
couldn’t coy get no domestic work in Pennsylvania. In 1956 I 
went to New Jersey because I could get work out of there. After they 
found out my age—the 11th of last “September I were 70 years old— 
and when they found out my age they didn’t want me and then I went 
to the welfare and applied for help. They refused to take me on. 
They said I had lived in New Jersey longer than I had lived here and 
they refused to take me on although I worked a year and a half be- 
cause I was over there. They refused to take me on. Of course I came 
back here and since I have gotten back here they still refused to help 
me. 

There is one thing I can’t understand. Only last year when those 
people, refugees came over and help was there for them, and I can’t 
understand why it is that I can’t get some kind of assistance because 
I do have a handicap. I can do most any kind of work. I am a good 
seamstress, a good laundress, in domestic work. But I have a handi- 
cap. I can hardly tell the Senator from here because I am losing my 
eyesight. I don’t have any income whatever, no one to depend on for 
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income. I am denied a doctor’s care without I have the money to pay 
and I don’t have it. 

Senator CLark. I am going to ask Mr, Spector and the staff to take 
your name and address and see if we cannot find some agency in this 
community to help you with your case. And I thank you very much 
for coming down here, M’am. 

Speaker. Thank you very much. 

Senator CLiark. If there is anybody else here who wishes to be 
heard ? 

Speaker. Honorable Senator, I was born in Yugoslavia some 68 
years ago. I came here about 50 years ago. When I landed in New 
York they give me pick and shovel and I have been using it ever 
since. Everything that God gives to - I give this Nation. I work. 
I make a living. I raise my family. I hada home. Today I am re- 
tired. In my service to this society I do not get adequate to keep my- 
self because, Honorable Senator, what is required of me 50 years ago 
requires moreso because I need medical attention more than I do 50 
years ago. 

I do not get it. Not only that, with technological advancement in 
this Nation of ours, in this machinery which I helped to make, it 
requires more not only to feed myself, to keep my wife, but to upkeep 
necessity to provide the necessity of life. Fifty years ago to make a 
meal wouldn’t cost more than 10 cents. Today in order to make a 
meal would cost just as much as meal itself. “You have to pay for 
gas, you have to pay for water, all these necessities that human beings 
need. 

Now, I am not worse off physically or otherwise; I have social 
security, I have a little private pension. I am not bad off. I am not 
bragging but I know that I am better off than most people here. I 
have no savings but I have roof over my head. I did not accumulate 

savings because I did not make enough, only enough to raise my 
family. 


My complaint is not against the people. My complaint is not 


against this Government of ours, the finest that ever was. My com- 
plaint i is about mismanagement of the individual and his responsibili- 
ties and that is our society. We have a machine, an economic setup 
that can provide for American people, not only 170 million people 
that can be fed if this machine 1s put in full operation, the human 
labor that 300 million people can have things, nice and decent, and we 

wouldn’t have to have begging here. 

It is here. God gave us. We have the labor. We have the knowl- 
edge. Only thing we are lacking is management. You know please 
don’t put me in jail if I say work is plentiful today if Washington 
has good management. 

Senator CiarK. I would like to agree with the witness that we have 
the economic potential of providing adequate living for every Ameri- 
can citizen. I am not sure that it is entirely Washington’s fault that 
we do not do it, although I think Washington must be partly to 
blame. 

Mr. Hestrne. My name is William B. Hesling. I am a member 
of the Pensioneers Club of the American Viscose Co., local 10. 

I wish to state here that my small pension which the company 
gives me, coupled with my social security, just tides me over and I am 
a single man and I wasn’t living alone, if I wasn’t living with my 
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sister, I don’t know how I would get along with the upkeep of every- 
thing. When I was pensioned off 16 years ago I was pensioned off 
and I have given so much percentage according to that time of the 
cost of living. You all know that living cost has doubled, tripled 
itself. But my pension is frozen. But still I can’t buy as much now 
as I did in them days. 

And I am telling you that we want to all get together and try to 
push the Forand bill through. If I can use my influence, which I am 
trying to do, among my acquaintances and everyone vote for it, for 
the Forand bill. 

Senator Cuark. Thank you very much, sir. 

Mr. Specror. One more, Senator. 

Senator CLark. I do not want to cut people off, but we are keeping 
another one of the panels waiting and we will have one more witness 
and then we will go back and hear from the last witnesses. 

Mr. Kasrer. My name is Kasper. I am 70 years old. My father 
died when I was 2 years old and I have made my own living since I 
have been 11 years old. For 59 years I found that I had troubles 
every day that I lived, from then until the present time. But when 
the day is over and I sit down and sum it up I find that I got so 
much more to be thankful for than I have to find fault with, I thank 
the powers that gave me life and keep me living for the good things 
in life that I haven’t got a gripe in this world and I am not going to 
gripe. 

If you are interested in some one thing that will help, I think your 
greatest trouble is with the American Medical Association, and I 
hope there are some officers of the Medical Association here to hear 
what I say. 

We have been taught from the time we was knee-high to a grass- 
hopper that competition is the tree of life and competition is what 
gives us the best things out of life and the medical profession seems 
to be the only thing in the United States of America in which there 
is no competition. There seems to be an unwritten agreement between 
the medical association and the colleges of the United States of 
America not to leave the medical profession keep abreast with the 
increase of ty meni and if we want better medical attention and 
we want it at lower cost we are going to have to have more doctors. 
And if the Senators and Congressmen want to do something about it, 
if they will do something to force the colleges to put more students in 
instead of turning away thousands of students every year that want 
to study for the medicine and they are turned away for lack of space, 
the colleges tell them. 

If they will do something to force those colleges to take those stu- 
dents in and give us finished medical men you will solve your problem 
of the medical association. 

Senator CLiark. Thank you very much, sir. I think you have a 
most interesting idea. 

We will now return to the last scheduled witnesses and the panel 
of Mr. James C. O’Brien, assistant to the chairman, committee on 
retired workers, United Steelworkers, Washington, D.C.: Mrs. Gil- 
bert Miller, director, senior citizen program; Irene Kaufmann, Settle- 
ment and Centers, Pittsburgh; Mr. Arthur Waldman, executive direc- 
tor of the Home for the Jewish Aged of Philadelphia; and Mr. Mal- 
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colm Hay, trustee, Family and Children’s Service of Pittsburgh. 
Will you please come forward to our table. 

I understand Mr. Hay had to leave and has left with us two state- 
ments which he would like to have included in the record. I will ask 


the stenographer to note that they should be included in the record 
at this point. 


(The statements by Mr. Hay follow:) 


STATEMENT BY MALCOLM Hay, SECRETARY, PENNSYLVANIA CITIZENS 
ASSOCIATION FOR HEALTH AND WELFARE 


The purpose of the Pennsylvania Citizens Association for Health and Welfare, 
as described in the association’s bylaws, is “to provide a statewide medium 
through which the citizens of Pennsylvania can fulfill their responsibilities for 
the health and welfare of the people of Pennsylvania.” 

At a meeting of the statewide board of directors of the association in May of 
this year, to plan the program of the association for the coming months, high 
priority was given to the development of a citizen factfindng and educational 
effort on the needs of the aging and aged in Pennsylvania. The objective will be 
to encourage more positive public attitudes toward the needs of the aging and 
to stimulate cooperative public and voluntary efforts to provide more effective 
service for this rapidly expanding age group. 

Many excellent services have been provided for some of our aging and aged 
by church, civic, and service organizations. Some communities have grappled 
realistically with the problem. However, many of these efforts have been 
sporadic and uncoordinated. There has been in Pennsylvania no statewide 
citizen program of factfinding and education to support the development of 
broad remedial plans which can guide both government and voluntary groups in 
future work for this important and growing group of our population. 

We recognize that legislation will be needed to provide for many of the needs 
of the aging and aged. Hearings being held by this committee will help develop 
these needs. But we believe that fundamental in the long run is the problem 
of public apathy and even resistance in the minds of many persons to the develop- 
ment of appropriate programs to meet the needs of this group. Positive steps 
are needed to replace this apathy with concern for our older citizens and to 
replace this resistance to the development of services to meet their needs with 
widespread citizen support. It is in this area of developing citizen understand- 
ing and support that the Pennsylvania Citizens Association will work. 

For governmental agencies effectively to establish and maintain their services, 
the citizens must understand and participate in development of policies and 
program. Voluntary agencies can more realistically plan their own programs 
and future directions when they are familiar with and maintain close working 
relationships with governmental services. 

The services of PCA staff have been offered to the Pennsylvania committee to 
assist in planning for the 1961 White House Conference on the Aging. The 
association will work cooperatively with various State governmental agencies 
and voluntary groups, for we believe one of the greatest needs in developing 
adequate programs and services for the aging and the aged is a broad citizen 


program to lift the level of public understanding of the extent and nature of this 
problem. 


STATEMENT By Matcorm Hay, TRUSTEE, FAMILY AND CHILDRENS SERVICE, 
PITTSBURGH, Pa. 


We are pleased to have this opportunity to discuss with the committee the 
counseling needs of older people, since our experience shows that there is con- 
siderable need for such services. 

As a family service agency, we have traditionally worked with some older 
people and their relatives to assist them in meeting the individual and par- 
ticular problems that they confront. Since early 1958 we have had a specialized 
division of service for older people and some of our comments are based on this 
particular experience. During the first 12 months of this specialized service 
over 300 older persons approached our agency for information and counseling 
about their particular problems. In 101 of these situations a continuing piece 
of counseling work, extending from a few weeks to several months, was needed. 
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The problems which brought these people to this agency ranged from serious 
physical difficulties, emotional upsets, and difficulties with relatives to the need 
to make new and different living plans. Half of them were 77 years old or more. 
Their affairs were at a crisis stage, and they had no relatives and friends to 
ussist them in making new decisions or new plans. 

Service given by our agency included part-time housekeeping service, where 
indicated and needed to enable the old person to live in their own home, assist- 
ance in making new living plans, such as moving to an institution, and assist- 
ance in securing medical care, and continued personal counseling, where the 
stimulation and assistance of the worker enabled the older person to once more 
move under his own steam. 

Incidentally, these 300 people came to our agency without any broad publicity 
of the availability of such services: 76 of the 300 persons were seeking help on 
their own, while the next largest number were referred by related community 
services. 

We believe that our limited specialized experience demonstrates the existence 
of a substantial need for counseling services for older people. This is probably 
greater in proportion to the number of older people than in the younger adults 
because of the loss of the surrounding family as age increases and because of 
feebleness and illness related to aging. Therefore, we believe on the basis of this 
experience that community planning should include the development of com- 
petent counseling services prepared to do a sensitive individualized piece of work 
for the older person in need of such help. In order to be effective the staff 
carrying out such service must have particular preparation for this type of 
work and caseloads small enough to permit proper attention to the individual 
coneerned. We believe that it will be most logical to develop such service for 
the dependent aged in the public welfare agency which provides financial as- 
sistance, and we trust that the Federal financing plans will be strengthened to 
assist in the training and development of professional staff in that agency. The 
majority of older persons needing such counseling will not be financially de- 
pendent upon an old-age assistance grant but will be receiving social security. 
We believe that counseling services for these persons will be varied from com- 
munity to community in view of the variations of resources and community plan- 
ning. We believe that any sound community plan should take the need for such 
services into account, as a way of assisting older people to meet their crises 
more successfully, and to retain their independence as long as possible. 

We realize that your committee already appreciates that there is no simple 
or single solution for the varying needs of older persons with different capacities 
and different problems. Actually any single community needs a range of service 
which ean be thought of as a ladder of differing services ranging from complete 
care for the almost helpless person to supplementary helps for the relatively 
able-bodied person in his own home. Thus, the ladder runs from hospital care 
and nursing home care, for those who are substantially handicapped with health 
problems needing medical attention, to protective living arrangements in an 
institutional setting, for older people who are too feeble to live alone, but do not 
have serious medical problems. Another group can make good use of family 
boarding care and may prefer this to institutional living since it provides 
protection and help but still in the familiar family setting. As a next step we 
see the need for part-time housekeeping service to supplement the waning 
strength of individuals who are trying to live alone. As a last step, there is the 
provision of financial assistance and appropriate medical care to individuals 
who are still living in their own homes and apartments and are substantially able 
to care for themselves. 

Luckily most individuals do not need all of these services but some of them 
will use many of these services in sequence as they move from fairly earlier old 
age to a serious handicapped state in their later years. In order to serve old 
people adequately the community pattern needs to provide all of these services as 
needed. It is the unhappy fact that most communities have not reached this 
Stage of having the complete stock of desirable community aids. In Allegheny 
County so far we have an almost complete lack of a custodial instituition for 
the older person who badly needs that protection. Our agency, in addition to 
providing basic counseling service to individuals at many stages of their diffi- 
culty, intends to provide at least on a demonstration basis, part-time house- 
keeping care and family boarding care. 

We have welcomed the fact that your committee has come to Pittsburgh, since 
we believe it is one more indication of the appropriately increasing concern of 
the community for the needs of older people. We will look forward to receiving 
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your report and recommendations so that we can all move ahead on sound plan 
ning in this complex field. 


Senator Crark. Is Mr. O’Brien here? I want to take this opportu- 
nity to recognize Dr. Michael Pleshe, representative of the United 
Steelworkers of America, Pittsburgh, Pa. He is accompanied by Mr. 
Wesley Cotter, of McKeesport, Pa., and Mr. Joseph Frederich, also of 
McKeesport. Gentlemen we welcome your presence at these hearings. 

We will place Mr. O’Brien’s testimony in the record at this point. 

(The prepared statement of Mr. O’Brien follows :) 


PREPARED STATEMENT OF JAMES C. O'BRIEN, ASSISTANT TO THE CHAIRMAN, 
COMMITTEE ON RETIRED WORKERS 


I am happy to be able to file with you for the record today six case studies 
of retired steelworkers that describe their health and medical problems and the 
financial strain they encounter as a result of them. They are by no means the 
worst such examples available, and in fact were selected with the intent of 
being typical rather than unusual. 

Though our organization’s appearance before your committee in Washington 
has firmly stressed this same phase of the problems of retirees, we reemphasize 
its importance because we feel it is by far the outstanding difficulty as seen by 
the senior citizens themselves, and all of our investigations confirm this. 

In spite of all efforts, fewer than 18 million people are covered by private 
pension plans. At the end of 1957, only 1 in 7 OASDI beneficiaries over 65 was 
receiving a supplementary private pension, and the proportion of beneficiaries 
who live entirely on social security has remained practically unchanged since 
1951. 

We know that the average person over 65 has health costs 214 times that of 
the rest of the population and at a time when his income is falling drastically. 
Though our retired steelworkers are better situated by far than the majority 
of OASDI beneficiaries, we feel strongly that legislation such as that intro- 
duced by Congressman Forand in the last session of Congress is essential. 


WHY FEDERAL ACTION IS NEEDED 


Most aged persons have low incomes. The average old-age benefit is only 
$70 a month in spite of the improvements labor has helped obtain. 

Rising medical costs are a growing threat to the aged, most of whom have 
little or no health insurance protection. Commercial insurance is unavailable 
or too expensive for most of them, and Blue Cross-Blue Shield plans are raising 
rates. 

Continuing unemployment intensified the need for action since many older 
people have lost jobs, private pension rights, and support from relatives. 

Public assistance is overtaxed by growing loads. Its medical allowances are 
pathetically small, and in too many cases overharsh requirements limit its use- 
fulness. 

Health benefits for the aged and survivors would directly help 15 million 
Americans, relieve hospitals and assistance agencies, and enable unions and 
Blue Cross to increase other protection for persons still at work. 


WHAT FORAND-TYPE LEGISLATION WOULD DO 


>ay in full for 60 days of hospital care for all persons eligible for old-age 
and survivors insurance benefits. 

Pay also on their behalf for skilled nursing home care following hospitali- 
zation and for surgical services. 

Pay the cost of these services from the old-age and survivors trust fund to 
which the people who benefit have contributed. 

Permit hospitals to follow patterns now being used under Government and 
private plans in calculating reasonable costs that will be paid for. 

Permit the Secretary of Health, Education, and Welfare to use voluntary 
organizations to help administer the program. 

Not permit any administering agency to interfere with hospital administration 
or the private practice of medicine. 

Increase contribution rates by one-fourth percent for employers and employees 
and three-eighths percent for the self-employed so that the trust fund will con- 
tinue on a sound basis. 
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COM MERCIAL—HEALTH INSURANCE—UNSATISFACTORY 


Health insurance policies have been offered to people 65 years of age and over 
in several States. It is apparent that the insurance industry is making a valiant 
attempt at last to provide older people with some measure of protection. At 
least one insurance company is doing its best to persuade the public that there 
is no need for Federal action in this field. 

The present plain may be as good as any that private, commercial insurance 
earriers can come up with. But their best is not nearly good enough. 

(1) The full cost ($6.50 per person per month) of this scanty coverage is borne 
by the old persons alone. There is no sharing of cost either with groups of 
younger people or between employer and employee. 

2) The payment of these high premium rates is required at a time of rapidly 
declining ability to pay. One dollar out of eight of the average retired couple’s 
social security benefits would go to pay the premiums of this meager insurance. 

(3) The benefits are grossly limited. The vast bulk of health expenditures 
is not covered at all by this insurance. 

(a) The $10 maximum allowance per hospital day is about half the average 
hospital room and board charge in the States where the policy is being offered. 

(b) A maximum of 31 days of hospital coverage is provided, although 
about 3 out of 10 hospitalizations in this age group are for more than 31 days. 

(c) The maximum payment for “hospital extras” is $100, although these 
charges have become as expensive as the room and board charge itself. 

(d) There is a 6-months’ exclusion of preexisting conditions, despite the fact 
that few people reach age 65 without a complex of preexisting ailments. 

(e) There is no coverage for skilled nursing home care, home nursing, or any 
nonsurgical medical care. 

(4) Each policyholder is expected to send in his monthly premium without 
benefit of a bill or any other sort of reminder. If the monthly premium is not 
received by the end of the 10-day grace period, the policy automatically lapsse 
and cannot be reinstated. There is no way to assess the amount of worry and 
anguish among the beneficiaries of this plan that will result from these premium 
collection methods. 

(5) Although, under the terms of the contract, premiums cannot be raised to 
an individual policyholder, subscribers have no protection against an annual 
statewide increase of premiums. Nor is there any guarantee against statewide 
eancellation of the plan. 

Despite the weaknesses, despite the loopholes, despite what may turn out to 
be merciless administration, despite the high premiums that are all inherent in 
this plan, it has been seized upon as the ultimate answer by the dedicated few 
whose unstinting efforts are devoted to preventing old people from getting health 
protection through the mechanism of social security. 

The present dismal state of health care for the aged can be substantially im- 
proved only through a program that will make broad benefits available to vir- 
tually all the aged in our country, with costs shared by employer and employee, 
and fully paid at the time of retirement. Such a program can be realized 
through the use of our social security system, through legislation such as the 
Forand bill. 

PENSIONER NO. 1—G.0.Z. 


Reason for retirement : Wanted to retire, some pressure from company. 

Age at retirement : 67. 

Number of years retired: 5. 

Health insurance: None. 

Monthly income: Pension, $60; OASI, $89.70 ; total, $149.89. 

Years of service in industry : 27. 

Lives alone. 

This pensioner has no health insurance protection. Just before retiring he 
was covered under the health insurance program offered at work, the cost of 
which was borne by joint employee-company contributions. He could have con- 
verted his coverage to an individual policy but thought it too expensive. His 
health is worse now than at the time he retired, and his major health problem is 
a heart condition. 

Since retirement, he has had a gallbladder operation and two hernia opera- 
tions (one on each side). Conditions requiring these operations developed since 
his retirement. He also has had kidney trouble since retiring. 

This pensioner has been hospitalized and had been under doctor’s care not 
requiring hospitalization in the 12 months just previous to the interview. 





732 THE AGED AND THE AGING IN THE UNITED STATES 


This pensioner wears glasses and has some false teeth. He does not need any 
medical appliance other than what he already has. He has had a complete 
physical checkup wtihin the last 12 months. He is unable to do heavy physical 
work of any kind. 

This pensioner thinks the union should try to obtain free health insuranée for 
its retired members. 

His health has been his biggest problem since retirement and was his major 
problem at the time of this interview. 

During the past 12 months his savings had been reduced by $1,890 to pay for 
his medical bills and clothing. Except for his hospital and medical bills, he 
considers his income adequate. 


PENSIONER NO. 2—C.A.B. 


Reason for retirement: Regular retirement but suffered from poor health. 

Age at retirement: 65. 

Number of years retired: Less than 1 year. 

Health insurance: Blue Cross-Blue Shield; cost, $38.85 quarterly. 

Monthly income: Pension, $72.03 ; OASI, $162.50 ; total, $234.50. 

Years of service in industry: 37%. 

Lives with wife. i 

Just prior to retiring, this pensioner paid $11.80 a month to cover 50 percent 
of the cost of a contributory package which included Blue Cross-Blue Shield, 
accident and sickness and life insurance protection, all at group rates. Now, as 
a retiree, he pays $38.85 every 3 months for an individual Blue Cross-Blue Shield 
policy (which he converted from the group policy at retirement) which offers 
lower benefits than under the group policy and no longer has the accident and 
sickness policy. At retirement, the company provided for permanent life insur- 
ance of approximately $1,300 at no further cost to the pensioner compared to 
approximately $5,000 in life insurance provided previously under the contributory 
package. 

The pensioner’s health was the same as when he retired (had suffered from 
rheumatism or arthritis for 5 years). His wife’s health is poorer because of 
leg ailments which developed since he retired. This condition has required 
visits to a doctor six or seven times in the past 12 months and hospitalization 
for 9 days, creating financial difficulties. The pensioner estimated expenditures 
of $100 for doctor bills, $150 for hospital costs, and $25-$30 for medicines and 
drugs within the past 12 months for a total of approximately $275. These costs 
were paid out of current income. The spouse’s leg condition is not covered by 
their health insurance except as it involves hospitalization and/or surgery. 

Both the pensioner and his spouse wear glasses and have false teeth but are 
not in need of other medical appliances. Both have had complete physical 
checkups since he retired. 

The major health problem for this couple is the spouse’s continued leg 
troubles. 

This couple reports using savings to make up for the difference in their in- 
come and expenditures. 

PENSIONER NO. 8—F.E. 


Reason for retirement: Wanted to retire. 

Age at retirement: 68. 

Number of years retired: 1. 

Health insurance: Blue Cross-Blue Shield; cost, $38.85 quarterly. 

Monthly income: Pension, $65.50; OASI, $108.50; total, $174. 

Years of service in industry: 39. 

Lives with wife. 

This pensioner converted his health protection plan (Blue Cross-Blue Shield) 
to an individual policy as did pensioner No. 2 with the same costs. 

Neither the pensioner nor his spouse have any health problems. He reported 
his health as the same as at the time he retired. 

Neither the pensioner nor his spouse had received any benefits from their 
health insurance during the previous 12 months. They reported expenditures 
of $8 for doctor care in the last 12 months. 


The biggest problem reported by the pensioner and his wife since retirement 
is that they do not have enough money. 
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PENSIONER NO. 4——J.M. 


Reason for retirement : Retired to take care of his wife. 

Age at retirement: 65. 

Number of years retired: 4. 

Health insurance: Blue Cross-Blue Shield ; cost, $38.85 quarterly. 

Monthly income: Pension, $73.36 ; OASI, $147.75; total, $221.11. 

Years of service in industry: 45%. 

Lives with wife. 

This pensioner and his spouse are covered by Blue Cross-Blue Shield health 
protection plans. Current costs of this protection are $38.85 quarterly compared 
to $26.66 quarterly immediately after his retirement 4 years earlier. 

The family’s major health problem is the spouse’s stomach condition. She 
had entered the hospital the day before the interview for observation of a gall- 
stone condition. She had been in the hospital on two other occasions during 
the past 12 months, once for 344 weeks for the removal of a stomach tumor at a 
cost of $395 to the pensioner and on the other occasion for a week’s observation 
ata cost of $155 to the pensioner. 

The pensioner’s health was reported as the same as when he first retired; 
his wife’s health as worse or “bad.” In addition to the hsopitalization reported, 
the wife had also suffered a broken hand during the past year which required 
four or five visits to a doctor at a cost of $100. 

The pensioner reports his spouse had suffered from arthritis for 6 years, 
high blood pressure for 4 years, and had suffered two strokes since he retired. 
Treatment for the arthritis requires weekly visits to the doctor’s office. 

During the past 12 months, the pensioner reported that the total value of 
benefits received under his health protection plan was $675 and that his own cost 
was $403. He reported additional costs of $550, plus medicines and drugs 
during the past year. The pensioner estimated his medical costs for the year 
at $1,153. 

The pensioner reported that he was forced to use $793 of his savings during the 
previous year for medical costs leaving $360 of medical costs paid out of current 
income. 

The two strokes suffered by the pensioner’s wife occurred in December 1955 
and May 1956. The first stroke required a 2-week hospitalization period which 
cost the pensioner $135 in addition to the $175 paid by Blue Cross. The second 
stroke required 9 days in the hospital at a cost of $22.50 plus unspecified doctor 
bills to the pensioner and $90 to the Blue Cross. 

Both pensioner and his spouse need false teeth but think that it would be too 
expensive for them to afford. The need for these false teeth has developed 
since his retirement. 

The spouse is unable to perform any work including household chores and 
except for visits to the doctor had been confined to her home and grounds for 
about 8 months. She is in need of nursing care according to the pensioner but 
they cannot afford it. 

The pensioner stated that they had no savings left but owned their home, 
valued at $13,000 and had $1,250 life insurance obtained from the company and 
$1,000 of life insurance of his own but that neither had any cash value. 

The lack of money and his wife’s health are this pensioner’s biggest problems, 
especially the latter. He thinks both he and the company should have contributed 
more to social security while he was working (to permit bigger benefits) ; that 
the company should provide larger pensions and the city should cut taxes on 
pensioners’ homes and reduce sales taxes. 


PENSIONER NO. 5—A.F.J. 


Reason for retirement: Poor health (has heart condition, gallbladder trouble, 
varicose veins (left leg), slight rupture and arthritis). 

Age at retirement: 65. 

Number of years retired: Less than 1. 

Health insurance: Blue Cross-Blue Shield; cost, $33.85 quarterly. 

Monthly income: pension, $46.22; OASI, $108,50; veteran’s disability pen- 
sion, $78.50; total, $233.22. 

Years of service in industry: 34. 

Lives with wife. 
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Just prior to retiring, this pensioner paid $11.80 a month to cover 50 per- 
cent of the cost of a contributory package which included Blue Cross-Blue 
Shield, accident ant sickness and life insurance protection, all at group rates. 
Now, as a retiree, he pays $38.85 every 3 months for an individual Blue Cross- 
Blue Shield policy (which he converted from the group policy at retirement) 
which offers lower benefits than under the group policy and no longer has the 
accident and sickness policy. At retirement, the company provided for perma- 
nent life insurance of approximately $1,300 at no further cost to the pensioner 
compared to approximately $5,000 in life insurance provided previously under 
the contributory package. 

The pensioner’s health was the same as when he retired. His wife’s health 
is also reported as being the same since the pensioner retired. The pensioner 
suffers from a gallbladder condition, heart trouble, varicose veins and a slight 
rupture as well as arthritis, all of which required approximately 20 visits to 
the doctor and 3 home visits in the preceding 12 months at a cost of approxi- 
mately $56. His wife suffers from nervous tension, sciatica (hip), high blood 
pressure, and a “rapid heart” which required 10 to 15 visits to the doctor’s office 
at a eost of about $61. During the past year the pensioner also was hos- 
pitalized for 7 days by a gallbladder attack at a total cost of $57.50 to him. 
Blue Cross paid approximately $195 in addition to this hospital visit. 

While working, this pensioner also carried an accident insurance policy at 
his own expense at a cost of $2.80 per month. The policy provided for pay- 
ments of $7.50 per week for 6 months if working or $15 per week if not working. 

None of the conditions from which the pensioner and his wife suffer are 
covered by their health protection plan unless hospitalized. 

During the past 12 months, it was estimated that the family’s medical costs 
outside of Blue Cross-Blue Shield membership charges amounted to $185. 
These costs were paid for by cashing bonds worth about $90 and out of current 
income for the rest. 

The pensioner wears glasses, false teeth, a belt to support the hernia, and 
sutura stockings. He also uses a vibrator. The need for the belt developed 
since the pensioner retired. The spouse also wears glasses and false teeth. 

Neither the pensioner nor his wife are capable of heavy physical work and 
unable to work full time. 

The pensioner doesn’t think the union has enough money to help its retirees 
with their health problems. He doesn’t think the community does enough for 
retired people. 

PENSIONER 


NO. 6—H.M. 





Reason for retirement: Poor health, company wanted him to retire. Gall- 
bladder trouble disabled pensioner for about 6 months before retirement. 

Age at retirement: 65. 

Number of years retired: 2. 

Health insurance: Blue Cross-Blue Shield ; cost, $38.85 quarterly. 

Monthly income: Pension, $52.70; OASI, $148.60; payment from household 
member (approximately), $60; total, $261.30. 

Years of service in industry: 23. 

Lives with wife and sister-in-law. 

Just prior to retiring, this pensioner paid $9.45 a month to cover 50 percent of 
the cost of a contributory package which included Blue Cross-Blue Shield, 
accident and sickness, and life insurance protection, all at group rates. Now, 
as a retiree, he pays $38.85 every 3 months for an individual Blue Cross-Blue 
Shield policy (which he converted from the group policy at retirement) which 
offers lower benefits than under the group policy and no longer has the accident 
and sickness policy. At retirement, the company provided for paidup life insur- 
ance of $1,250 compared to approximately $6,000 provided previously under the 
contributory package. 

The pensioner and his wife both think their health is the same as at the time 
he retired. His hearing is getting poorer, however, and his wife has started 
wearing glasses since his retirement. 

During the past 12 months, the pensioner has had five doctor’s visits for his 
gallstone and high blood pressure conditions at a cost of $30. His wife had 
visited the doctor once during the past year for asthma at a cost of $15. 

The pensioner has had high blood pressure for about 5 years, a rupture for 
about 15 years and a gallbladder condition for about 31%4 years. Within the 
past year he had been tested for hardening of the arteries but did not know 
the doctors’ decision. His wife had been suffering from bronchitis practically 
all of her life. 
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The pensioner had had a gallbladder operation since retiring (no other details 
available). The wife’s asthma is not covered by the Blue Cross-Blue Shield plan. 

During the past 12 months the pensioner had spent $393 on medical and dental 
care including $85 for doctors, $39 for medicines and drugs, $16 for a truss, 
$250 for dental plates and $3 to have a hearing aid repaired. Of this $393, a 
total of $193 was paid out of current income and the remainder out of saving. 

The pensioner wears glasses, a hearing aid (which he says needs to be re- 
placed but can’t afford to do so) and a truss. The wife wears glasses and 
dental plates. ; 

Both the pensioner and his spouse had had complete physical checkups within 
the past 12 months. 

The family’s major health problem is the pensioner’s high blood pressure. He 
thinks unions should try to cut the cost of medical care for retirees and the 
company should pay for health insurance after retirement when it is needed 
the most. 


Senator Ciark. Mrs. Miller, ladies first. Your prepared statement 
will be made a part of the record at. this point. 
(The statement of Mrs. Miller follows :) 


PREPARED STATEMENT OF Mrs. GILBERT MILLER, Director, SENIOR CITIZEN PRO- 
- - - ™ - 
GRAM, SPONSORED BY THE IRENE KAUFMANN SETTLEMENT AND CENTERS 


Case studies and experiences have proven that elderly people prefer living 
in their own home if at all possible even though care and facilities may be 
inadequate. A 1952 study of the older age group in the Manchester area of 
Pittsburgh made by the Bureau of Social Research of the then Health and 
Welfare Federation emphasizes this point: 81 percent of these people want to 
have a place of their own; 7 percent would prefer living in an institution; the 
other 12 percent were undecided. 

To meet the unmet needs of our older people in Allegheny County we recom- 
mend: 

(1) Small units in low-cost cooperative developments provided through lodges, 
fraternal and civic organizations and trade unions for those with inadequate 
pensions and social security incomes. These should be built with special con- 
siderations of the physical shortcomings of older people such as a minimum 
number of steps, nonskid floors, convenience to shopping areas, etc. 

(2) A central bureau of information staffed with persons equipped to handle 
problems of the aged such as help in finding available and suitable rooms and 
apartments, employment opportunities and leisure-time activities. 

(3) A diagnostic service to help the aged and their adult children to make 
decisions about suitable living arrangements based on a physical and psycho 
logical evaluation of the older person’s personality and condition. This might 
be a separate branch under the bureau of information. 

(4) Expansion of facilities like residential homes, hotel and motel-type of 
housing, foster and boarding homes. 

(5) Homes for aged must clarify admission policies regarding the type of 
person they should admit. Ofttimes homes for aged are hard pressed to take 
individuals who would be more adequately helped in the aforementioned facili- 
ties if they were available. Nonresidents should be permitted to take advantage 
of the recreational facilities offered by the home. 

(6) Gift shops where older people could exhibit and sell their wares for a 
profit. 

(7) Day centers established on the sites of housing developments and also 
within walking distance of where older people live. The day center should 
include: 

(a) Bureau of information and referral center. 

(b) Sheltered workshop. 

(c) Full day-time and evening recreational activities. 
(d@) Learning classes for those who want it. 

The Irene Kaufmann Settlement and Centers are now expanding their facili- 
ties to include in their senior citizen program not only recreation and education 
but classes in ceramics, woodshop, art, ete. This is part of the adult program 
in which senior citizens are included rather than as a separate group off by 
themselves. We feel that certain activities are geared primarily for the senior 
citizen while certain others such as home classes, a lecture series or a book- 
review is an adult activity. A special course has been set up for physical edu- 
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cation designed especially for the older person as well as swimming. A co- 
operative project with Jewish family and children’s service, wherein the case- 
worker comes to our agency once a week to discuss with our senior citizens their 
problems concerning themselves and in relation to their families. This is*in the 
experimental stage. Older people in our agency have organized a “house coun- 
cil” in which they are helping to plan their programs, be hosts and hostesses, 
good-will ambassadors and acting in capacities befitting them. We believe the 
senior citizens can and should with professional guidance take more and more 
responsibilities for their own activities. 


STATEMENT OF MRS. GILBERT MILLER, DIRECTOR, SENIOR CITI. 
ZENS PROGRAM, IRENE KAUFMANN SETTLEMENT AND CENTERS, 
PITTSBURGH, PA. 


Mrs. Mitier. Senator Clark, Mr. Spector, and senior citizens, case 
studies and experiences have proven that elderly people prefer living. 
in their own homes if at all possible even though care and facilities may 
be inadequate. A 1952 study of the older age group in the Manchester 
district of Pittsburgh, made by the Bureau of Social Research of the 
then Health and Welfare F ederation, emphasizes this point: 81 per- 
cent of these people want to have a place of their own; 7 percent would 
prefer living in an institution; the other 12 percent were undecided. 

To meet the unmet needs of our older people in Allegheny County, 
we recommend : 

(1) Small units in low-cost cooperative developments provided 
through lodges, fraternal, and civil organizations and trade unions for 
those with inadequate pensions and social security incomes. These 
should be built with special considerations of the physical shortcom- 
ings of older people such as a minimum number of steps, nonskid 
floors, convenience to shopping areas, et cetera. 

(2) A central bureau of information staffed with persons equipped 
to handle problems of the aged such as help in finding available and 
suitable rooms and apartments, employment opportunities, and lei- 
antes activities. 

(3) A diagnostic service to help the aged and their adult children 
to make decisions about suitable living arrangements based on a physi- 

cal and psychological evaluation of the older person’s personality and 
soto. This might be a separate branch under the bureau of 
information. 

(4) Expansion of facilities like residential homes, hotel and motel- 
type housing, foster and boarding homes. 

(5) Homes for aged must clarify admission policies regarding the 
type of person they should admit. Ofttimes homes for aged are 
hard pressed to take individuals who would be more adequately helped 
in the aforementioned facilities if they were available. Nonresidents 
should be permitted to take advantage of the recreational facilities 
offered by the home. 

(6) Gift shops where older people could exhibit and sell their wares 
for a profit. 

(7) Day centers established on the sites of housing developments 
and also within walking distance of where older people live. The day 
center should include: (a) bureau of information and referral center : 
(b) sheltered wor kshop; (c) full daytime and evening recreational 
activities; and (d) learning classes for those who want ‘them. 

The Irene aretha Settlement and Centers are now expanding 
their facilities to include in their senior citizens program not only 
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recreation and education, but classes in ceramics, woodshop, art, et 
cetera. 

Ths is part of the adult program in which senior citizens are in- 
cluded rather than as a separate group off by themselves. We feel 
that certain activities are geared primarily for the senior citizens, 
while certain others, such as some classes, a lecture series or a book re- 
view, are adult activities. 

A special course has been set up for physical education, designed 
especially for the older person, as well as swimming; a cooperative 
project with Jewish Family and Children’s Service, wherein the case- 
worker comes to our agency once a week to discuss with our senior 
citizens their problems, concerning themselves and in relation to their 

families. This is in the experimental stage. 

Older people in our agency have organized a “house council,” 
which they are helping to plan their program, be hosts and heatasine, 
goodwill ambassadors, and acting in capacities befitting them. 

We believe the senior citizens can and should, with professional 
guidance, take more and more responsibilities for their own activities. 

Thank you. 

Senator CLrark. Thank you very much, Mrs. Miller, for a very con- 
cise and helpful statement. 

And, now, Mr. Waldman... Your prepared statement will be made 
a part of the record at this point. 

(The prepared statement of Mr. Waldman follows:) 


PREPARED STATEMENT OF ARTHUR WALDMAN 


Because of the breadth and magnitude of the problems of the elderly, I will 
confine my statement to two phases of the total problem and a brief description 
of some activities in Philadelphia. First, there needs to be, by all groups, public, 
proprietary and voluntary, a careful examination of the whole nursing home 
program. The philosophy of nursing homes is archaic and not in keeping with a 
new concept of care. By and large, nursing home care as we know it is custodial 
and passive. This makes no provisions for the countless thousands of people 
who have chronic illnesses and wha have attained maximum medical benefits 
that are offered by a general hospital but are in need of continued medical and 
nursing eare, 

I submit two programs where elderly persons with critical chronic diseases 
are having their lives extended in the healthiest manner possible. In the 
Province of Ontarie, Canada, elderly persens who must be confined for hospi- 
talization in excess of 30 days are transferred to a facility for active medical 
care for a stay up to 6 months and with only limited experience thus far 80 
percent have been discharged to their own homes in the community. The re 
maining 20 percent have either died or gone on to homes for the aged. In Oslo, 
Norway,,the geriatric hospital with 200 beds, serves 800 people a year, with 
35 percent being discharged to their own homes; a like percentage have died, 
und the remainder have gone to other kinds of living facilities offering some 
supervision. 

Too often in our own country, the elderly patient upon discharge from a gen- 
eral hospital, either after a short or long stay, is admitted to a nursing home 
where he receives a measure of nursing care without the benefit of continued 
active medical care, thereby losing a good deal of the gains of the general hos- 
pital. The American general hospital is geared for active, rapid, and expensive 
treatment, which is most suitable for most of their patients but operates at a dis- 
advantage for the elderly person who needs longer and more personalized care 
than the general hospital is generally prepared to offer. I would recommend 
that we begin to examine the programs of those institutions which have served 
as nursing homes and look to increase their standards of care whereby they 
become paramedical institutions with the modalities of rehabilitation to be 
applied in every case possible so that the elderly person could look forward to 
discharge to the healthiest environment possible and that, in the main, is his 
own home. This would require new kinds of staffing patterns and new kinds 
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of thinking, with the recognition that the chronically ill person is not a person 
marked only for death. 

Another concept which must be examined is that of the traditional homes for 
aged. These homes in the past too often have served as the community 
wastebasket and/or the community’s poorhouse. The best institution is never 
ever a poor substitute for natural living. We submit for proof those many 
people who have entered homes for aged by virtue of only one facility being 
available. We, therefore, urge that we concentrate our efforts in offering a 
variety of living arrangements which keeps the person in his normal sur- 
roundings or similar to those as closely as possible. 

We must avoid previous efforts in accepting one kind of facility, either the 
home for aged or the nursing homes, as a panacea for the problems of the 
elderly. 

I should like to devote the balance of this statement in recognition of a 
community and a board of directors of whom I have firsthand knowledge where 
new types of programs are being tried, worked, or considered, and that is at the 
Home for the Jewish Aged in Philadelphia, where we attempt to attain and 
maintain the highest standards possible in care of aged and a closeness to normal 
living. We have found that we are unable to exist as an institution without 
relating ourselves to the balance of the community. We no longer can operate 
in an isolated vacuum, and to this end we have added to the traditional pro- 
grams of recreation and nursing, a well-developed medical program with full- 
time physicians on staff, as well as part-time paid physicians, with all medical 
services provided, excepting surgery, when we use the community’s general hos- 
pital. In addition, we share our medical service with a research department 
that is actively engaged in basic and applied research on problems of aging. 
This is staffed with competent scientists and ancillary personnel. 

We offer a sheltered workshop program so that many people can have a feel- 
ing of being engaged in meaningful activity, where they are compensated for 
their efforts. We have helped spur the beginnings of an Elder Craftsmen Shop 
in the community, which is available to all elderly people who have a marketable 
craft. We have collaborated with the National Institute of Mental Health in 
the attempt to develop norms of all well aged man. We are presently engaged 
along with the Section on Aging of the U.S. Public Health Service in a self- 
study to determine the form and character that the institution should take to 
meet the needs of those elderly people in need of service. We also maintain a 
staff of trained social workers, whose one of many goals is to help applicants 
stay in the general community as long as possible. Our latest offer to the 
community by way of service is an 11-story apartment house for those people 
whose major problems are those of loneliness and a concern of availability of 
service. York House, the apartment facility, is a modern up-to-date facility, 
whose criteria for service is: Does it meet the needs of normal living? 

Finally, we are firm in our belief that no single facility or program is the 
entire answer but rather a complexity of services that can meet the needs of 
the elderly at the time of their needs. 


HOME FOR THE JEWISH AGED, PHILADELPHIA, PA. 


As president of the board of directors and executive director of the Home for 
the Jewish Aged, which is a 300-bed facility for sick aged, and York House, an 
apartment residence for 264 well aged, we find that at best even serving this 
number we are only making a demonstration. This is in addition to our 
participation and interest in activities related to the aged in this community. 

(1) We feel that the major problem of aged and aging which requires high 
priority in this community is providing beds for the sick aged, with special 
emphasis given to the prevention, care, and treatment of the senile aged. It 
has been too long accepted that senility is not preventable in face of scientific 
evidence that some senility is functional, arising out of the social isolation and 
rejection of the aged and the apathy of the public to accept senility. We feel 
that there is great need for a well-developed research program for a group 
that is so ever increasing because of the increased numbers of people in this 
country over 65. 

(2) The kinds of activities undertaken locally by public and voluntary agen- 
cies to meet the needs of the elderly in this community which have had notable 
success have been the several hundred Golden Age Clubs, Philadelphia Center 
for Older People, and the newly founded Elder Craftsmen Shop; also, a small 
demonstration in a voluntary health clinic stimulated by older persons them- 
selves in the northeast section of the city. 
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(3) In the area of unmet needs, we feel that there is a dearth of services and 
opportunities in the field of preventive medicine for the elderly and also a need 
for home care and household services such as are being offered in Norway, 
Sweden, and Denmark with tremendous success in keeping people out of in- 
stitutions. The successful program in Copenhagen with a staff of 900 keeps 
60,000 individuals out of institutions to the last minute possible. Another 
unmet need is in the area of hospitalization and a relatively new but eminently 
successful program which is being carried out in Ontario and in many of the 
northern European countries is that of a geriatric hospital. The geriatric hospital 
concept would do much to obviate the problems created by elderly patients in 
the American general hospital. The aged by very virtue of their disabilities and 
illnesses make their stay longer, their treatment different, and cost lower. 
However, when they have to use the general hospital where costs are higher 
because they are based on the emergency nature of the services in a general 
hospital, this makes the cost of hospitals out of reach to most of the older persons 
group, and when service is given to aged patients, at an enormous expense to 
the community. 

(4) Additional responsibilities the older people could take on to themselves 
would be to be given encouragement to do more for themselves, particularly in 
the area of retirement planning, so that their problems would not come to the 
fore, fraught with such impact as is found in the situation which is brought 
about by emergency. The older person for his own good mental health should 
not be encouraged to look to others to offer complete and total solutions to his 
problems. Their own organization should be encouraged to do constructive 
thinking and planning and also be encouraged to secure counsel so that they can 
better come to decisions which prevent institutionalization. 

(5) Additional responsibilities which voluntary agencies should assume, 
which cities and local governments should accept, which States should under- 
take, which the Federal Government must assume, should be encouragement of 
better hospitals within the reach of the great mass of aged; also, a center for 
older people where reasonable referrals could be made and which would avoid 
the distress of being recipients of misinformation, well intended but bad advice, 
and the belt-line referral from agency to agency. 

Finally, in behalf of the board of directors of the Home for the Jewish Aged 
of Philadelphia, we would urgently recommend a continuance of the type of 
vigilance that your committee has exercised thus far on a permanent basis to 
prevent the possibility of recommendations and reports being read, considered, 
and filed. 


STATEMENT OF ARTHUR WALDMAN, EXECUTIVE DIRECTOR, HOME 
FOR THE JEWISH AGED, PHILADELPHIA, PA. 


Mr. WaupMAn. It is late in the day and everybody is a little tired. 
I will try to keep my remarks short. 

Senator CrarK. Just because you are last, do not think you are 
least. 


INSTITUTIONAL PRACTICES 


Mr. Watpman. I think I would like to use my few minutes on com- 
mitting a little heresy and speak out against the present-day con- 
cepts and practices of nursing homes and homes for the aged. Those 
practices are outmoded and archaic and not in keeping with present- 
day thinking in terms of medical care. I could not help be impressed 
with some of our older friends here who cried out about excessive costs 
and excessive times in hospitals. I think we can take much from our 
European friends and our Canadian friends in terms of setting up 
geriatric hospitals where the stay is a little longer and less expensive. 
There is much evidence to show that all problems are not solved by 
institutions. This would be belaboring points. 

There have been studies conducted just on admission practices to 
homes for aged who too often were inclined to accept people who 
came to them in a crisis and were accepted when other solutions might 
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answer the need. The institutions have been too institution minded 
and have not made too much effort in keeping them out. In our own 
instance of a group of no majesty of numbers, we have conducted a 
study of 150 people, with the collaboration of the U.S. Public Health 
Service. We found that while there was one third of a group already 
determined to go into a home for aged were helped to stay out just 
by examining the problem and suggesting new facilities for them. 
The other new facilities are other kinds of living arrangements which 
have been discussed before and ones we are contemplating. We are 
particularly proud in Philadelphia that we are about to open an 11- 
story apartment house within the next 2 months which will house 
people i in a dignified manner—one that is not institutional. 

Senator CLark. Where is it ? 

Mr. Watpman. North Philadelphia, Old York Road. 

Senator CLark. How will you pay for it? 

Mr. WatpMan. It is self-supporting. 

Senator Cuark. What does it cost you for a resident per day to op- 
erate that kind of a place ? 

Mr. WatpMan. About $156 a person, two meals a day, care of medi- 
‘al problems. shops, and this will be a luxury service. 

Senator CLark. For how longa period is it $156 ? 

Mr. WatpmMan. A month. 

Senator CLark. I said a day. 

Mr. WatpMan. Oh, that was for a month, just a little short of what 
full social security will cover. 

Senator CLark. Will these be family units or individual ? 

Mr. WaupMAn. Both. 

We would say as long as the hearings are being conducted in Penn- 
svylvania we would like to go along with Mrs. Pine’s statement earlier, 
as some of the older persons who would like to move elsewhere, that 
sometimes we'd like to move our institutions to our neighboring States 
where benefits are a little better. 

Senator Ciark. Let us be fair. Some neighboring States do not 
have as good benefits. 

Mr. WatpMaAn. Well, Lam going to the East, sir. 

Mr. Bergman’s statements in reference to Denmark also would con- 
arm that the committee would do well by having a junket because 
much can be learned. What was progressive 20 years ago is outmoded 
today, particularly in Denmark. Denmark and Sweden have led the 
world in the care for the aged. 


FINANCING MEDICAL CARE 


Senator CLrark. Mr. Waldman, you must be in a position to give us 
» sort of objective view of this controversy between the advocates of 
the Forand bill and the medical profession which we heard all day 
today. What do you think about it? 

Mr. Watpman. Well, ° do not know if I am for the Forand bill or 
any other bill. I know I am for something that will make medical 
care within the reach = a lot of people who are not presently being 
reached. Iam not familiar enough with the details of the Forand bill 
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vis-a-vis that which the American Medical Association is proposing 
in its place. 

Senator CiarK. In your sort of work with the home for the aged, 
do you not find that an awful lot of people, who cannot afford to, do 
not keep up their voluntary payments for Blue Shield and Blue Cross? 

Mr. WaLpMAN. Certainly. 

Senator CLark. There must be a large segment of the population 
you deal with who just do not have the financial resources to provide 
for their medical care. 

Mr. Watpman. I would say at least 60 percent, according to Feder- 
al Reserve figures, because only 40 percent of the aged have incomes 
of $2,000 a vear or more. 

Senator CLarK. Sixty percent of the aged do not? 

Mr. WatpMan. Aged, yes, sir. These are figures from the Federal 
Reserve on aged alone. 

Senator Ciark. The thing that depresses me is the thought of an 
individual who keeps up Blue Cross and Blue Shield payments dur- 
ing the years of his employment, perhaps keeps them up for 2 or 3 
years after he loses his job, and then has to give up about the time he 
needs the medical care. Does that come up in your life at all? 

Mr. WaupMan. Certainly has. 

One thing in favor of the Blue Cross, it is probably one of the 
health insurances that carries a person without canceling after 65. 
But their problem is that they have not funded for this group who 
go into the hospital four times more often and stay twice as long. 

Senator CLark. I want the record to indicate my own strong sup- 
port of the Blue Cross and Blue Shield. : think they are splendid in- 
stitutions and belong to both of them. I do not think they fill the 
entire need. 

Mr. WatpMaNn. They do not, sir. Too often we are paying for the 
older person who convalesces slowly at a high price for room and 
board in a general hospital that is geared for rapid treatment and that 
seems to me not the place. Canada is offering a geriatric hospital. 
Toronto primarily, where the aged have a longer stay and the cost is 
less than in the American general hospital. 

Senator Ciark. I gather from what you say, despite the tempta- 
tion of junketing which it presents, you think we would learn a great 
deal from what is being done in other countries, Denmark and Can- 
ada for instance? 

Mr. Watpman. Yes, and Norway, England, Holland. We gener- 
ally have a 20-year lag in care of the aged and I give this as a con- 
servative estimate at all times in social ‘security. C ‘ompared to some 
countries we have a 50-year lag. 

Senator CLark. This is pretty startling. Maybe that is a good way 
toend the day. 

Mr. WatpMan. Thank you, sir. 

Senator CLarx. Thank you very much, Mrs. Miller and Mr. Wald- 
man. At this point we are inserting the full statement of the Honor- 
able James G. Fulton, Member of Congress, from the 27th District of 
Pennsylvania. 
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(The prepared statement of Congressman Fulton follows :) 


STATEMENT OF JAMES G. FULTON, MEMBER OF CONGRESS FROM 27TH DISTRICT 
OF PENNSYLVANIA 


Mr. Chairman, let me first take this opportunity to welcome this subcom- 
mittee to Pittsburgh. We in Pittsburgh appreciate the interest of the U.S. 
Senate and this subcommittee in the problems of our area both in Pittsburgh and 
Allegheny County. In redeveloping our city and the renaissance of our many 
eultural institutions, we in Pittsburgh should not forget our older people. This 
growing group in our population must have the facilities and the opportunity to 
engage the growth of our city and county on every level, just as every other 
age group should be included. 

I have returned to Pittsburgh this weekend from New York where I have been 
serving with Ambassador Cabot Lodge, as U.S. Delegate to the United Nations 
14th General Assembly. Our U.S. mission has since mid-September been nego- 
tiating with the other nations of the world to try to work out methods of progress 
and development on the world scene, and to solve existing international con- 
flicts as well as to prevent future ones. P 

While I have been assigned by President Eisenhower to work on the inter- 
national programs facing our U.S. people, I have also continued to give consider- 
ation to the domestic problems which face us in the U.S. Congress. The 
Senate subcommittee is here to examine the problems of our older people on the 
local level, and as a U.S. Representative in the House of Representatives from 
this area, I want you to know of my deep interest in these problems and to offer 
you all my cooperation in person. These problems are hard to solve, and they 
have concerned many of us for a long time. 

I believe new attention and emphasis must be given to hospital and health 
facilities, as well as housing and recreational and hobby facilities for our older 
people. Special aids and services must be provided our older people for job 
finding, training in new and less demanding skills than their earlier occupa- 
tions, special home consultation and advice for the wholly or partially con- 
fined persons. 

I believe that all arbitrary rules both public and private against our older 
citizens that discriminate against them because of age must now be abolished. 
I had introduced a bill in the House of Representatives on March 24, 1959, 
H.R. 6006, in the first session of the current 86th Congress, which is entitled 
“A bill to prohibit unjust discrimination in employment because of age.” My bill 
is called as a short title, “The National Act Against Age Discrimination in 
Employment.” 

My bill in section 2 has findings and declaration of policy that “The Con- 
gress hereby finds that the practice of discriminating in employment against 
properly qualified persons because of their age is contrary to American prin- 
ciples of liberty and equality of opportunity, is incompatible with the Consti- 
tution, deprives the United States of the fullest utilization of its capacities for 
production, endangers the general welfare and adversely affects the domestic 
and foreign commerce of the United States. 

“Hiring bias generally against workers over 40 years of age deprives the 
Nation of its most important resource of experienced employees, adds to the 
number of persons receiving public assistance, and deprives older people of the 
dignity and status of self-support. 

“The right to employment otherwise lawful without discrimination because of 
age, where the reasonable demands of the position do not require such an age 
distinction, is hereby recognized as and declared to be a right of all the people 
of the United States, which should be protected as provided herein. 

“It is hereby declared to be the policy of the United States to protect the 
right recognized and declared in subdivision (c) hereof and to eliminate all 
such discrimination to the fullest extent permitted by the Constitution. This 
act shall be construed to effectuate such policy.” 

I am particularly opposed to rules both of Government and of private indus- 
try which force compulsory retirement at the age of 65 for all persons regard- 
less of physical ability, mental competence, or experience. These rules must 
be abolished by legislation both on the State, as well as national or Federal level, 
as this is a destroying and defeating restriction to people at the height of 
their competence and usefuiness. Not only is it a slashing blow to those who 
have reached the age of 65, but several years prior to this point of forced re- 
tirement such rule eliminates these people from any chance for advancement or 
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expansion of their fields, and merely puts them on the block ready to be trans- 
ferred to the shelf when a few months elapse. This is like setting a date for 
Thanksgiving dinner as far as the turkey population is concerned, because it 
certainly means facing an untimely end to all activities, and with little profit 
to the turkey who is subject to such arbitrary calendar termination of both 
his ecoonmic and natural life. 

We should remember that our older folks are one of our best U.S. assets, one 
of our good natural resources of our people, and one of our most experienced 
groups in the Nation. This experience and mellowness, as well as competence of 
judgment, should not be lost to our culture or U.S. economy. The older people 
that we are talking about are not only the folks next door or our parents, 
aunts or uncles or cousins or the parents or older relatives of the people in the 
next block. These older people we are talking about are ourselves tomorrow, 
and they are today’s children in the future. 

I do not believe that we in the United States as a people have given enough 
emphasis to the many problems of our aging population. I believe therefore 
that it is our duty as public officials, both in the Senate and in the House of 
Representatives, that we should look carefully, and study thoroughly the prob- 
lems of the aged, and we as representatives must then do what is necessary 
to help our good country always be strong and humane in all its action toward 
every. part of our population, in order to remain the world leader that it is. 

In closing, I wish to thank you for this Opportunity to make this statement to 
you as the Senate committee investigating problems of the aged and aging, and 
to offer the subcommittee, as well as our older people, my full cooperation and 
effort to making better, more fruitful, enjoyable, and secure lives for our good 
older citizens, among whom I have so many excellent friends in need of help and 
assistance. 

Senator Ciark. The hearing will be recessed. Tomorrow morning 
we are going to tour some of the local institutions. 
(Whereupon, the Subcommittee on Problems of the Aged and 


Aging recessed at 4:30 p.m.) 
(There were several groups and individuals from whom the sub- 
committee was unable to hear in person; their statements follow :) 


PREPARED STATEMENT OF Dr. JOHN R. WILLIAMS 


The New York State Society of Internal Medicine would like to present the 
following statement for consideration by your Committee on the Aged and Aging. 

The New York State Society of Internal Medicine represents a majority of the 
specialists of internal medicine in New York State. Since the majority of 
patients of the practicing internists consists of people chronically ill or past 
65, the problems concerned with the care of the aged are of primary concern to 
this group. We have given considerable thought and study to the problem. We 
realize that medical care is only a part of the total problem of caring for the 
aged. Since our interests are primarily medical, we are limiting our discussion 
to this problem. 

It is of interest that the total medical cost of caring for the aged is primarily 
one of domiciliary or hospital care and only a small fraction, probably between 5 
and 10 percent represents the cost of physicians’ services. We believe that the 
more expert the medical care rendered, the less will be the need for hospital and 
custodial care and thus, the less will be the total expense of caring for these in- 
dividuals. We should study carefully this whole problem to determine the types 
of auxiliary services that should be made easily available that would help re- 
habilitate these people and keep them self-sufficient. 

It is a fundamental concept of American medicine that each individual should 
retain the free choice of his physician. Under this system, we have developed 
a system of medical care that is probably the finest in the world. The public 
and patients alike all seem to be satisfied that this is of utmost importance. In 
trying to solve this problem, every effort should be made to preserve this prin- 
ciple. 

We recognize this as a major problem that must be solved. If a solution can 
be found utilizing our present free enterprise system, it is possible that it would 
not only be more satisfactory to the aged who are ill and to the medical profes- 
sion but also to the general public who in the long run must bear the costs, for 
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evidence indicates that private medicine generally is less expensive than that 
furnished by governmental agencies. 

We believe that there are some relatively simple things that could be done that 
would go a long way to accomplishing this end. The medical services commit- 
tee of the New York State Society of Internal Medicine at a meeting on October 
3, 1959, recommended that the following suggestions be presented to this com- 
mittee. 

First, all health insurance policies covering hospital and medical care should 
be made noncancelable so that the individual at the time of retirement could 
continue his coverage at no significant increase in premiums. This would in 
effect spread the costs of hospital and medical care through the lifetime of an 
individual rather than excituding him from coverage when he is in most need 
of it. 

Second, if individuals were unable to continue even these payments, then the 
costs should be assumed by an agency of his local government. This would ob- 
viously be of benefit to local welfare departments because the costs of the insur- 
ance at this age would be lower than the expected expenses. 

Third, there still will remain a group of people who are past 65 and unable 
to secure basic hospital and medical care insurance. We would recommend that 
these people be placed in a common pool, given insurance at standard rates, and 
the costs of this be divided among the health insurance companies in proportion 
to the number insured by each under the age of 65. Such a system is already 
in effect in New York State in regard to compensation insurance, and it seems 
to be a solution to the problem of the groups no one wishes to insure because of 
their increased risks. 

We believe the above recommendations are basic and would go a long way to- 
ward solving some of the major health problems of the aged. If, in addition, 
every employed person was covered by major medical insurance and this could 
be retained after retirement in a similar way to basic coverage, most aged indi- 
viduals would be able to care for their medical needs on a private practice basis. 

There is much that would need to be done to make this last suggestion prac- 
tical. However, private medicine and the insurance industry—including the 
Blue Shield plans—have made tremendous strides in the last few years and 
there is little doubt but that they can find solutions to the remaining problems 
if we all work together. 


UNIVERSITY OF PENNSYLVANIA, 
WHARTON SCHOOL OF FINANCE AND COMMERCE, 
Philadelphia, Pa., November 2, 1959. 
Mr. SIDNEY SPECTOR, 
Staff Director, Subcommittee on Problems of the Aged and Aging, Committce on 
Labor and Public Welfare, U.S. Senate, Washington, D.C. 


DEAR Mr. Spector: Responding to your interest in whatever thought I might 
have had to share with the subcommittee if it had been possible for me to come to 
Pittsburgh on the 23d, I should like to send you first of all in the enclosure a 
paper which expresses a few thoughts which you may find useful. 

Furthermore, I would like to reiterate two thoughts which I have also ex- 
pressed on other occasions. First, people in our culture experience a feeling of 
well-being only as long as their condition improves. The need no be a perma- 
nent line of improvement. Even if after a setback improvement starts up again, 
cultural well-being is reestablished without the improvement having to produce 
a level of achievement up to or better than the eonditions before the setback. 
Translated into the conditions of the retired person, it would seem to me that 
either through special gradually increasing tax benefits or through increasing 
pension benefits, much could be done for the well-being of our aged even if upon 
retirement a substantial reduction of income has to be accepted. A trace of 
this can be seen in the increases of social security benefits in response to infla- 
tion which we have witnessed in recent years. This, however, is not enough and 
is too uncertain to be built into the life plan. This may be a visionary thing. 
but I do believe that some predictable increase of retirement income over the 
years, no matter how small its starting base, would do much for the well-being 
of our older citizens. 

Another dimension of concern should be devoted to the reality of satisfactions 
which retirement provides. As I told you over the telephone, much projection 
on the part of younger persons has entered the retirement literature. People 











THE AGED AND THE AGING IN THE UNITED STATES 745 


who have had no experience with retirement have written about it as if the 
values of people whose body is no burden to them could be transferred to those 
whose body is. 
With best wishes for the success of the committee’s work, 
Sincerely yours, 
Orto PoLLaAk, Professor of Sociology. 


PREPARED STATEMENT OF OTtTo POLLAK, PROFESSOR OF SOCIOLOGY, UNIVERSITY OF 
PENNSYLVANIA, PHILADELPHIA, PA. 


THE SOCIAL PROBLEMS OF AGING AND THE SETTLEMENT MOVEMENT 


The number of people faced with the problems of advancing years has grown 
considerably in recent decades, and very likely will continue to do so in the fore- 
seeable future! This phenomenon is not entirely one of increasing longevity in 
chronological terms. It is socially codetermined. People do not only grow older 
in greater numbers than formerly; they also are forced or led into retirement at 
earlier ages. While the physiological lifespan is lengthened, the span of work- 
ing life is reduced. This is true for both sexes and valid for workshop or office 
as well as for the domestic scene. The social security age limit for women has 
been reduced from 65 to 62 and the retirement age in international bodies, such 
as the United Nations Secretariat and International Labor Office, stands already 
at 60 years of age for both sexes. The very attention which is now being paid 
to preparation for retirement is likely to lead to the conviction that if retirement 
is to be a meaningful phase of life, it will have to be extended so as to justify 
planning and permit achievement. It should be noted also that young couples 
do not postpone or space children as they did in the shadow and aftermath of 
the great depression. Secause of this the next two decades will witness mothers 
facing retirement from the function of child rearing at earlier ages than before. 

The total trend toward chronological and social aging has occupied the interest 
and concern of social scientists and social practitioners for some time. It has 
produced a voluminous body of research and of publications expressing popular 
concern. A number of bibliographies testify to the amount of effort which has 
been spent in this direction.* Although the task of research is never completed, 
certain outstanding needs have been identified as characteristic of our aging pop- 
ulation and some of these might well present a growing challenge to the neigh- 
borhood approach of the settlement movement in the years to come. Ata recent 
Research Planning Conference arranged by the Division on Maturity and Old 
Age of the American Psychological Association several of the participants re- 
ferred to these needs in an illuminating and stimulating fashion.* The keynote 
speaker of the conference, Dr. Joseph H. Sheldon, director of medicine and sen- 
ior physician, Royal Hospital, Wolverhampton, England, pointed to the condition 
of loneliness among the aged as the one most demanding of relief. Dr. Raymond 


_* Henry S. Shryock, Jr., “The Changing Age Profile of the Population,” The Aged and 
Society, Industrial Relations Research Association, 1950, Milton Derber, editor, p. 23. 

2 F. A. Armstrong, “The Noneash Needs of Aged Persons Affecting Their Individual 
and Social Security,” Federal Security Agency, Social Security Administration, Bureau of 
Research and Statistics, 2d ed., 1948, p. 203. 

Federal Security Agency, Committee on Aging and Geriatrics, “Selected References 
on Aging: An Annotated Bibliography,’’ Washington, D.C., 1952, p. 36. 

_ John J. Griffin, “Classified Bibliography on Geriatrics and the Care of the Aged,” 
Somerville, Mass., 1948, p. 80. 

“Lifetime Living, a Bibliography for Mature Readers,” New York, 22 East 38th St., 1954, 
-~ 

, Otto Pollak, “The Social Aspects of Retirement,” Pension Research Council Monograph 
oa _ 1, Wharton School of Finance and Commerce, University of Pennsylvania, 1956, 
pp. 29-46. 

_ Nathan W. Shock, “A Classified Bibliography of Gerontology and Geriatrics,” Stanford : 
Stanford University Press, 1951, pp. xxviii, 599. 

U.S. Department of Labor, Woman’s Bureau, “Bibliography on Employment Problems 
of Older Women,” Washington, 1954, p. 89. 

: Veterans’ Administration, Medical General Reference Library, Library Service, Special 
ar a “Care of the Aged: Selected Bibliography, 1940-50," Washington, D.C., 1950, 
, aw. 

Welfare Council of New York City, “A Selective Bibliography on the Welfare of Older 
People,’ New York, 1949, p. 45. 

8“Psychological Aspects of Aging,” Proceedings of a Conference on Planning Research, 
a ree 24-27, 1955, John E. Anderson, editor, American Psychological 
Assocli on, v7od~. 


*J. F. Sheldon, “‘Some Problems of Older People,” ibid., p. 10. 
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G. Kuhlen, professor of psychology, Syracuse University,® on that occasion ex- 
pressed the belief that adjustment “might be expected to improve with age as 
long as life continues to bring satisfaction or potential satisfaction of such basic 
psychological needs as the need for achievement, the need for social acceptance 
and status, the need for a sense of on-goingness, the need to gain and maintain a 
position as a significant person in one’s own world, however defined. At the 
same conference, however, another distinguished scholar, Dr. Sidney L. Pressey, 
professor of psychology, Ohio State University, pointed out that our society 
makes no demands for further achievement or performance on the aging person, 
and actually interferes with the need for on-goingness in the institutional form of 
reitrement, as well as informally by ceasing to expect contributions from aging 
persons, no matter how gifted and competent they might have been in their 
field.® 

In the light of these observations it seems that Dr. Jack Weinberg, psychiatrist, 
Michael Reese Hospital, Chicago, was correct in designating the waning of hope 
in advancing years as an outstanding danger to the psyschological balance of 
the organism.’ Similarly it appears convincing to find that in the experience of 
the Old Age Counseling Center of San Francisco, rehabilitation of older people 
depended largely on helping them to develop a hope in life and to derive from 
it a forward orientation in general outlook.® In essence, therefore, it appears 
that faced with physiological deterioration, experiencing loss of accustomed 
occupations and a decline in earnings, impoverished in human relations through 
the death of spouses, relatives, and friends, aging people need most of al! an 
outlook toward a future that is worth striving toward although it brings them 
closer to death. 

In the light of this short analysis, our social arrangement seems to aggravate 
rather than to meet the needfulness of our older population. Here we come 
upon a problem that has bedeviled our social structure in various ways and is 
likely to do so for some time to come, the tendency to ressort to segregation for 
purposes of solving social tensions.” Although we are inclined to think of segre- 
gation particularly in terms of race relations, a moment’s consideration will 
show that we have resorted to it also in relation to the aging members of our 
society and with equally unfortunate results. Segregation begins in the context 
of family relationships. The typically American family is the nuclear family, 
that is, the family unit of parents and children with the consequences that grand- 
parents are problem members if, against the hopes and expectations of the mem- 
bers of the nuclear family, they have to be admitted to their household. The 
reasons for this arrangement are manifold and in most instances serve a real 
function. Ours is a mobile population. One of the traditional forms of American 
life is migration. Migration made this country and kept it growing. Modern 
business practices foster it, and the call of the frontier is still a part of our 
folklore. The shift from rural to urban living arrangements undoubtedly has 
much to do with this development, and so has the development of mass produc- 
tion in housing as expressed in apartment blocks and housing developments in 
suburban communities. Without gainsaying the social advantages derived from 
this development, the fact remains that in our society older people have no nat- 
ural place in the homes of their adult sons and daughters and have to consider 
living in separation from their own offspring as an alternative which social de- 
mand bids them to consider as preferable. Thus our family arrangements in 
many instances produce a new type of segregation—segregation of the old. 

If family arrangements segregate the older person from his adult children, 
retirement separates him from his job. If he has been a member of the male 
population, it separates him thereby from that social role which practically alone 
gave him self-respect and status in the eyes of his family and others. It sep- 
arates him from the realm of hope for occupational or financial advancement. 
It separates him from associates with whom he shared common concerns and a 
feeling of belonging. That this is truly segregation can be seen from the fact 
that attempts to maintain some connection between the retired employee and 
the active work force of his former employer are likely to end in failure. There 
is nothing more pathetic than the visits of retired men to the places of their 







®5R. G. Kuhlen, “Changing Personal Adjustment During the Adult Years,” ibid., pp. 21-22. 

€S. L. Pressey, ‘““Maior Probl a the Major Problem—Motivation, Learning, and 
Edues ation in the Later Years.” ibid.. 196. 

7J. Weinberg, “Personal and Social “Adjustment,” ibid., p. 19. 

8 Clare de Gruchy, “Creative Old Age,” San Francisco, Old Age Counseling Center, 1946. 

® Talcott Parsons, “Age and Sex in the Social Structure of the United States,” American 
Sociological Review, vol. 7, No. 5, October 1942, pp. 604-616; and James H. S. Bossard, 
Parent and Child, 1953, University of Pennsylvania Press, p. 66. 
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former employment. Everybody is kind to them but nobody really has time for 
their visit or gets anything out of it. The older person is not in the stream of 
things any more. Conversation does not stem from current concerns. It is 
rooted in the past which to the visitor was an epoch and to the person with 
whom he visits an episode. In general the artificiality of such contacts is pain- 
fully noted by all sides and such visits tend to cease. 

There is, however, another less obvious aspect to the segregation experience 
of the retired male. If he was in a supervisory or executive position, it also 
separates him from the only contact in which without the connotation of marital 
infidelity he could enjoy the extrafamilial companionship of women. This is a 
subtle aspect of our segregation of older men which is frequently overlooked in 
current discussions of the problems of aging. The reason for this is fairly 
obvious. The daily contact with the secretary or a female work associate 
denies in the minutia of living the monopolistic nature of western marriage. It 
may produce interpersonal relationships which although ethically beyond re- 
proach may be difficult for wives to accept once they admitted them to their 
concious concerns.” The consequences of this segregation from business asso- 
ciates of both sexes leads the retired man to depend on a very limited range of 
contact, essentially that with his wife and with other retired people. The age 
composition of this group, however, makes for its accelerated depletion as the 
years go by, so that in the end the segregation of retirement is followed by the 
isolation of old age, the loneliness which Dr. Sheldon pointed out as the great 
area of needfulness in advanced years. 

While segregation from family and employment seems at least on the surface 
to hurt only the older person, there is in actuality a more overriding separation 
at work, namely, a segregation from those from whom we expect contributions. 
Here we have a national failure of perception which does not only affect the 
older persons but also their younger associates. This finds perhaps its most 
dramatic expression in the recently noted fact that even in the area of 
gerontology most of the active scientists are men who have not yet experienced 
retirement and old age. Our specialists on the problems of the aged and their 
solutions can work, therefore, at best with empathy, interviews, and tests but 
not with insight and not with retrospection.*. The segregation of the aged 
from those whom we expect to be contributive in our society thus extends even 
to the study of the aged. This untapped resource for an understanding of 
aging and the aged in our society has been pointed out by Dr. Sheldon as one 
of the most promising points of future attack for those who want to do some 
pioneering in the field.” 

Our failure to solicit information regarding aging “from within’ is paralleled 
by our failure to use the experience of people who have made a success of 
their advancing years as a model “from without.” I think it is fairly well- 
accepted doctrine in all theories of human learning that imitations, identifica- 
tions, or incorporations of persons whom we can use as models because of their 
association with our daily living experiences are very important sources of 
our behavioral development. With regard to aging, however, we deprive our- 
selves of any such model because of our separation from people who join the 
rank of our older population. In other words, through our arrangements we 
deprive ourselves of the most significant resource for learning how to cope suc- 
cessfully with the advanced stages of our own future.” Vice versa, by the 
same arrangement we prevent older persons to learn through experimentation 
and the challenge of real life situations how to live effectively with younger 
people. From this angle old-age colonies, such as we see springing into existence 
in Florida, seem to be the epitome of segregation and of the social loss involved 
in any such arrangement. 

From this brief exposé it seems to me that experimentation in social action 
designed to meet the needs of our older population could take several potentially 
fruitful leads. It could approach the aged and the aging first of all as po- 
tentially contributive members of an agewise heterogeneous neighborhood, 
rather than as people designed to live in old-age ghettos. Furthermore, it would 
have to reach out to them as people who have to teach rather than as people 





1 Otto Pollak, “‘The Social Aspects of Retirement,” Pension Research Council Mono- 
frank Series No. 1, Wharton School of Finance and Commerce, University of Pennsylvania, 
956, pp. 8-9. 

11 Pressey, loc. cit. 

12 Sheldon, op. cit., p. 9. 

3 Martin B. Loeb, “Motivational Patterns and Educational Programs, Psychological 
Aspects of Aging,” p. 188. 
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who have to learn. This is not to say that older people do not need a tremendous 
reorientation to living. Utilizing once more the treasure house of thought em- 
bodied in the pages of the 1955 conference of the American Psychological Asso- 
ciation quoted above, I should like to draw attention to the outstanding conceptu- 
alization of stages of psychological development in advancing years presented 
on that occasion by Dr. Robert Peck, associate professor of educational psychol- 
ogy at the University of Texas. The shift from work-role preoccupation to ego 
differentiation, from body preoccupation to body transcendence, and from ego 
preoccupation to ego transcendence “ is certainly a learning process in which the 
group educational approach of settlements could be of great help. By providing 
discussion meetings of older people around such topics, however simply formu- 
lated, settlements could offer neighborhood services of great importance. Asso- 
ciation in such study groups of more or less continuous duration under trained 
leadership might be a source of “aging life education” as well as a protection 
against loneliness. Moreover, it would mean engaging the participation of 
older peple in a project that would matter vitally to the participants, and would 
thus free them from the unconscious offense which an emphasis on the offering 
of play facilities to mature persons so frequently implies. Work and play are 
not equivalent to the American as Friedman and Havighurst have pointed out.” 
This undoubtedly is the heritage of our puritanical past,” and for a considerable 
time will have to be recognized as a principle of the American conduct of life. 
Here lies a trap for the reformer be he social scientist or social worker. It 
seems to me too facile an analogy to assume that because children have free time 
and use it up with evident benefit and enjoyment in play, grownup people with 
time on their hands should do so too. For a child, play is the ever-renewed 
and ever-strengthened experience of mastery under relatively nondemanding 
conditions. It prepares him for adult performance, and at the same time makes 
it psychologically possible for him to wait until society and biology grant him 
adulthood. For the adult, play can be recreation after work, but not a substi- 
tute for work. Presented as a substitute, it denies adulthood and meets with 
resistance. This contradiction of meaning may become even sharper if play is 
offered to the old as the main activity. For the child, play is tasting what in 
reality cannot yet be done. For the old person, it is a reminder of things which 
cannot be done any more. 

If the aged is not to spend his days in play and in consumption only, the 
question must be first what it is that he can do, and what it is that by so doing 
he can produce. In order to help him with this, our society again will have to 
tap the resource presented by the older persons themselves. In spite of all the 
handicaps which physiology and society have created for them, there are among 
them individuals who have made a success out of their retirement.” Their 
contribution to society is not completed by the achievement which they them- 
selves have gained, but by sharing it with other old persons who so far have 
failed in their retirement and with younger persons for whom their success 
might be a stimulant for planning or at least an alleviation of anxiety. To find 
among the older persons in a neighborhood those who can teach successful aging, 
to provide them with the setting in which they can do their teaching, and to give 
them recognition for a contribution which nobody else can equally make to 
society might well be another neighborhood function in the approach of the 
settlement to the problems of aging. 

In summary, it seems to me that action research of the settlements and neigh- 
borhood houses in the field of aging might well achieve great results by three 
ventures in reorientation: (1) abandoning any, however unconscious, segrega- 
tionalist tendency in their approach to the older population of the neighborhood ; 
(2) approaching them as potential contributors to the overall mental health of 
our Nation, rather than as mere recipients of mental health services; and (3) 
viewing their needs for association and activity as something which cannot be 
met by the provision of play facilities alone. 


14 R. Peck, “Psychological Developments in the Second Half of Life,” ibid.. pp. 46—48. é 

%H. A. Friedman and Robert J. Havighurst, ‘“‘The Meaning of Work and Retirement, 
University of Chicago Press, 1954, p. 194. * 

16 Max Weber, “The Protestant Ethic and the Spirit of Capitalism,” New York, Scrib- 
ners, 1930. 

17 Otto Pollak, “Positive Experiences in Retirement,’’ Pension Research Council Mono- 
crepe Series No. 2, Wharton School of Finance and Commerce, University of Pennsylvania, 
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PREPARED STATEMENT OF Mrs. SAMUEL ROTHMAN, PRESIDENT, NATIONAL COUNCIL 
OF JEWISH WOMEN 


We consider it a privilege and a responsibility to appear before you as this 
subcommittee gathers information on the problems of the older people of our 
land. 

In your previous hearings you have undoubtedly met representatives of the 
National Council of Jewish Women. This is a large national organization 
with 240 sections throughout the country. Our basic purpose is so to serve our 
community, both national and local, that the benefits of a democratic way of 
life may be extended to all our citizens. Part of our activities deal with edu- 
cation and social action. In this area we inform ourselves on and support 
legislation which will advance the wellbeing of our community. Another and 
very important phase of our program is the rendering of direct service to the 
community where a need exists. 

The Pittsburgh section currently has 2,800 members. We represent a broad 
cross section of the Jewish community. From our beginnings 65 years ago our 
purpose has been to provide services which were not being met otherwise. 

In this way our Council Lounge for Older People came into being on June 29, 
1949; it was the first of its kind in this area. It was organized as, and remains, 
a nonsectarian recreational center for men and women over 60 years of age. 
It is located near a main intersection and has good transportation facilities. 
We operate under the original administrative plan. An executive committee 
made up of members of the Pittsburgh section, National Council of Jewish 
Women, is the policymaking body. We have available to us professional con- 
sultation service. A full-time paid director has charge of the programing and 
supervises the volunteers, who are our members and who act as hostesses, 
canteen workers, leaders, and assistants of special activity groups. The lounge 
is open daily Monday through Friday from noon until 5. There are no dues. 
Our average daily attendance is 80 people. 

While until now we have seen our function to be a straightforward recrea- 
tional one, we have been mindful of the fact that many other needs of people 
who are growing old must be met. Thus when we learned of the approaching 
visit of this extremely important committee, we decided to make a survey of 
our guests in terms of the large, pressing problems which all elderly people are 
facing. We believe that these individuals represent a segment of our com- 
munity which is essentially not dependent on organized community assistance 
and in this way offers to you another facet of the total community picture. 

We have inquired into the living arrangements, the economic arrangements, 
and the medical arrangements that these people have worked out for themselves. 

Our report to you is based on the replies of the 61 individuals who answered 
our questionnaire. Thirty-eight men and 23 women make up this group. 

The age range of the men is from 61 to S85, the largest number being 6S to 81. 
The women range from 63 to 83, the largest number being 6S to 73 years. 

Employment backgrounds of the men include 10 merchants, 3 salesmen, 3 
tailors, 2 clerks, 2 pressers, and the balance represent miscellaneous occupations 
such as plasterers, carpenters, roofers, bakers, ete. 

Ages at which some of the men retired: 63, one; 64, two; 65, three 66, four; 
67, two; 68, three; 69, two; 70, four; 71, one; 74, three; 75, two; 76, one. 

Living arrangements: Living with children, 22 (36 percent) ; living alone, 19 
(31 percent); Living with spouse, 12 (20 percent); living with relatives, 6 
(10 percent ;) living at Jewish Home for Aged, 2 (3 percent). 

Who would be available to care for person when ill: Children, 27 (44 per- 
cent); no one, 19 (31 percent); spouse, 9 (15 percent); relatives, 4 (7 
percent) ; home for aged, 2 (3 percent). 

Financial arrangements: Social security, 18 (31 percent) ; support from chil- 
dren, 10 (17 percent) ; private funds, 6 (11 percent) ; support from relatives, 2 
(3 percent); social security plus help from children, 8 (13 percent); social 
security plus private funds, 6 (11 percent) ; social security plus part-time work, 
» (8 percent) ; social security plus help from relatives, 2 (3 percent) ; social 
security plus pension funds, 2 ( 3 percent). 

In general, the space for indicating whether this income is adequate was 
left blank. 

Provisions for medical care: Private physician, 50 (82 percent); clinic, 7 
(12 percent) ; home for aged, 2 (3 percent) ; none, 2 (3 percent) ; hospitalization 
insurance, 38 (62 percent) ; no hospitalization insurance, 23 (38 percent). 
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Statistics of course do not tell the whole story. We cannot forget the chill 
we felt when in looking at the answer to: “Who could take care of you if you 
were ill?” we saw, “God.” Nor can we forget the man who came to us and 
explained that of his meager savings he had had to spend $1,400 for two opera- 
tions this summer. Another such medical expense he would never be able to 
weather. 

It is also of considerable interest and concern to us that streetcar fare 
which is 50 cents round trip, is a determining factor in the frequency of many 
guests’ attendance. 

Summary 


Guests at the Council Lounge for Older People maintained by the Pittsburgh 
section, National Council of Jewish Women, as a recreational facility answered 
questionnaires on material pertinent to the subject of inquiry by this committee; 
61 individuals participated. 

The largest number of men are 68 to 81 years of age. The largest number 
of women are 68 to 73 years old. 

The employment backgrounds of the men are what are usually included in the 
“Other” category when occupations are listed. They have been members of 
no organized industrial group. They thus have no union benefits or protection 
available to them. 

The ages at which they stopped working range from 63 to 76, being pretty 
evenly divided all along the scale. Since their employment backgrounds repre- 
sents such a wide diversity of skilled and unskilled forms of work, these retire- 
ment ages would seem to reflect individual accommodations to individual work 
situations. It is of interest that many of the men continued working long past 
the accepted retirement age of 65. 

The largest percentage of these people live with married children and pre- 
sumably would be cared for by them during illlness; 31 percent are living alone 
and would have no one to turn to when ill. It is of considerable interest that 
20 percent of those questioned are maintaining a normal household with a 
spouse. Yet at this time of life one cannot help wondering how much nursing 
eare a person can carry through. Thus between these two groups 46 percent 
have either no care at all or questionable care to look forward to. 

In the area of finances only six individuals are managing on private funds 
exclusively, 39 have social benefits as the basis of their means of maintenance. 
The questions on adequacy of income were most poorly answered here. 

The great majority of people have access to medical care, 82 percent have 
family physicians, and 12 percent registered with hospital out-patient depart- 
ments. Yet the question of how to handle large medical expenses remains 
unanswered. For 62 percent hospitalization insurance is a protection. 

Because of our long experience with elderly people we know that recreational 
facilities are exceedingly valuable to them. Long hours can be pleasantly filled. 
But there are other needs and other problems. It is extremely heartening to us 
as citizens—both aging and council members—that the work of this committee 
has been initiated. We are deeply grateful for the opportunity to submit this 
material. May we wish you very well in your efforts. 


PREPARED STATEMENT OF BERNARD GOODMAN, PRESIDENT, JEWISH HOME FOR AGED, 
AT PITTSBURGH, PA. 


In accordance with your recent memorandum to all organizations with prob- 
lems of older persons, we should like to take this opportunity to express our 
observations for your consideration in conjunction with the hearings to be held 
throughout the country, and more particularly, with the hearings to be held by 
your committee in Pittsburgh on October 23, 1959. 

Our observations are based upon firsthand experience in dealing with the prob- 
lems of the aged on the firing line, so to speak. Our home has been in existence 
for 53 years and we have seen the changes from a moderate need for a relatively 
small number of indigent well aged to an overwhelming need by chronically ill 
indigent aged requiring extensive medical and nursing care. We have seen the 
gravity of the problem reflected in our own situation when we started out in 1906 
with a bed capacity of 20 and we stand today with 403 oceupied beds, 75 percent 
of which are caring for seriously ill people with an average age of 77. 

We recognize that well aged people should be kept out of institutional settings 
as long as possible, and we recognize that many sound things are being offered in 
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terms of public housing, improvement of income through social security, elim- 
ination of arbitrary retirement, etc.; however, when it comes to the chronically 
ill aged, we have seen many schemes proposed by experts in the social service 
field which in our judgment are unsound and impractical, but have a tendency 
to look well on paper. One of the most unsound proposals that is being highly 
touted by many experts is the so-called foster home care program, by which aged 
are removed from an institution and placed in private homes and are, in effect, 
“rented out.” The logic given for such a program is that many people can be 
removed from institutions, where it costs $270 a month to maintain them, to 
foster homes where they can be maintained, they say, for approximately $125 a 
month. While foster home care may have been successful as a program for 
children, the elements of emotional attachment, tender loving care, and physical 
placement and integration into the foster family would not obtain for the aged. 
Unfortunately, we must assume that these aged candidates for foster home care 
have been rejected as “old crocks” by their own children or other relatives and 
have been a thorn in the side and a burden on the families that have rejected 
them. In addition, in terms of the living accommodations, in this area at least, 
these aged people placed in foster homes would probably be relegated to an 
undesirable third-floor room, and, in effect, would be returned to an environment 
from which they had to be removed in the first place because of their disability, 
feebleness, and frailty. 

As far as the chronically ill aged are concerned, we feel that the most practical 
answer lies in the further development of homes for aged into geriatric centers, 
offering a network of services within its framework depending on the needs of 
the individual, ranging from simple, sheltered environments offering companion- 
ship and removal of the fear of being left alone, to the maximum of medical and 
nursing care for cases of a terminal nature. Within this network would be 
offered the physical care, the dietetic requirements, the medical, recreational, 
and therapeutic services which are shown by experience to have merit. Through 
this practical means, which is constantly being sought by the community, will it 
be possible to prolong the useful living of the chronically ill aged, and to restore 
a maximum of self-care and self-dependence so necessary for the maintenance of 
human dignity. 

We would be happy to have this statement of our observations incorporated in 
your hearing to be held in Pittsburgh on October 23, 1959, and we would be 
available personally to expand on our point of view at this hearing upon 
invitation. 


































PREPARED STATEMENT OF DANIEL MARGURIET, PRESIDENT, District CouncIL 6, 
UERMWA, SwWISSVALE, PA. 









CRADLE-TO-GRAVE SECURITY FOR AMERICANS 





The time has come to put into effect a single integrated Federal system 
guaranteeing all American cradle-to-grave security against the hazards of illness, 
disability, work injuries, unemployment, and old age. Such protection should 
become the birthright of every American and should be financed out of the 
general funds of the Federal Government raised by progressive taxation. The 
discredited philosophy that people need the “lash of insecurity” to work and 
lead creative lives should be utterly repudiated. 

Our economic system has ample resources to provide such cradie-to-the-grave 
security. When our social security system was originally adopted in 1935, 
it was seen only as the first step toward comprehensive social security by the 
government commission that recommended it. The further steps then recom- 
mended have never been taken. In 1942, the famous official Beveridge report 
in Great Britain outlined such a program “to make want under any circum- 
stances unnecessary.” In that country great strides have been made toward 
this goal. Our country, the richest of the lot, lags far behind Great Britain 
and many other countries in social security for the people. 

Protection against the economic hazards of life in America is now a vast, 
costly, inadequate hodgepodge of Federal, State, local, and private plans. Wide 
gaps exist, leaving millions out of major protections and giving complete secur- 
ity to no one. The annual cost of this uncoordinated mess approaches $50 
billion a year. Reserve funds of over $110 billion are held in a variety of 
controls, subject to all sorts of manipulation. The whole complex system invites 
inefficiency, irresponsibility, excessive administration costs, and profiteering. 
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The burden of this monstrosity is borne by the average person in terms of (a) 
excessive charges and (b) scant protection that ranges from poor to zero. 

The proposal of the UE is to replace the present complex social security set- 
up and the multitude of private plans with a single Federal system made up 
of the following: 

(1) Old-age pensions, available to all elderly persons, at an earlier age 
than 65 years, and at increased levels adequate to maintain decent living 
standards. 

(2) A Federal unified unemployment compensation program to protect 
all jobless workers at two-thirds of their normal income for the full duration 
of unemployment including that caused by labor disputes. 

(3) A Federal system of workmen’s compensation providing uniform and 
adequate compensation for work injuries and diseases in every State. 

(4) A disability pension program to provide minimum decent existence 
for the total period of disability. 

(5) A federally financed and uniformly protective system of public assist- 
ance to special cases of need, widows, dependent children, ete. 

(6) A National Health Service, providing free medical care to everyone 
in the United States as is done through the successful health program in 
Great Britain. Such a program would eliminate the need for health insur- 
ance now costing more than $4 billion a year, eliminate in one move the 
economic hazards of illness, while raising the health level of the entire 
population. 

(7) Federal research and care in the field of health such as cancer, 
heart disease, etc., would lead more quickly to results and an end to the 
multitude of overlapping private agencies collecting funds for this purpose. 

The UE urges this major step not only because of the inefficiencies and short- 
comings of the existing social security situation in the United States, but also 
because experience in the last 25 years shows the failure of the patchup amend- 
ment approach to social security legislation. The UE will continue to support 
all efforts to improve all aspects of social security, especially such proposals as 
the Forand bill for hospital-medical aid to the aged, the bills for Federal stand- 
ard for unemployment compensation, reduction of retirement age, and improve- 
ment in benefits. But our UE emphasis will be on the need for a unified Federal 
cradle-to-grave program as outlined. 


PREPARED STATEMENT OF Ropert I. ERLICHMAN 


FINDINGS THROUGH RESEARCH 


Under this heading I will give, as briefly as possible, some of the important 
findings. As such, this will have some bearing on the activities of the group 
associated with me in the organization of Senior Enterprises, Inc. 

In the past decade, and perhaps longer, there has been some activity among 
various States in our Nation with regard to the sociological-economie welfare 
of the aging citizens. I have found that 39 States have committees and com- 
missions charged with the study of the problems of the aged and aging. Few 
States have done something active toward solving the problem but, unfortun- 
ately, most have done very little. In the main, the objectives have been toward 
the health and sociological needs. Many States have done nothing constructive 
in the area of improving the financial lot of the aged. 

Our own State of Pennsylvania, under Legislative Act No. 475 passed by the 
general assembly in April 1956, has probably done more concretely for the aged 
than any other State. But even they have fallen short of the needed goal. 

In addition to the activities of the various States, and the recent activities 
of this Senate subcommittee, there are a great number of private groups 
engaged in some sociological activities. These groups include the medical 
profession, some labor unions, but mostly groups of old people who have joined 
in creating social clubs. 

I also have found there are a number of groups engaged in developing an 


acceptance of the retirement programs and social security as the answer to the 
problems of the aged. 
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A number of the above-mentioned groups are operating on funds given to 
them by some of our biggest philanthropic organizations. There are, also, a 
few economic setups, such as Senior Achievements, Inc. in Chicago, IL, and 
AGES in Minneapolis, Minn., who are doing something of a concrete and 
practical nature. But, in the main, I found that the real activity is so small 
that the prospect for the future for us oldsters look rather grim. 


UNDERLYING FACTORS OF THE PROBLEM OF THE AGED 


It is our theory that few problems just happen by themselves. Usually they 
are manmade and can worsen from inaction to solve them. We shall try to 
give you some of the underlying factors which are responsible for the problem 
before us. The problem of the aged is not alone a problem of aging, but it 
is the result of a good many other little problems. A few examples should 
suffice : 

(1) The change in the attitudes of children toward their parents. 

(2) Industry’s creation of the cult of youth, resulting in a class struggle 
between young and older workers. 

(3) The buildup of this thing called “security” which can be secured 
by time service, rather than through ability, experience, and economic 
contribution. 

(4) The restriction of the pioneering and venture spirit in our youth, and 
the lessening of opportunities for free enterprise. 

(5) The lack of appreciation of the loss to our economy, through the 
reduction of earnings by the elder citizens, and the advantages to world 
competitors whose growth, economically, is enhanced by the fact there 
are no age barriers in existence. As an example, Russia makes use of 
its people as long as they can work. 

There are, unfortunately, many more excellent background reasons for the 
problems of the aged, many of which we hope to solve in the Senior Enterprise 
program. But talking about them does not seem to be most important at this 
time. 


WHAT SENIOR ENTERPRISES, INC., PLANS TO DO 


In this undertaking, of a nonprofit nature, it is very important that I give 
some details as to the philosophy behind it, and to trace the sparking of the 
entire venture. 

On February 19, 1959, Mr. Wallace W. Knief, managing editor of the weekly 
newspaper the “Germantown Courier,” published in the community of German- 
town, Philadelphia, Pa., wrote in his excellent feature column “One Small Voice” 
of the waste of human experience and manpower because of advanced age. I 
replied to the article, which was printed in his feature on March 5. Reprints of 
these two articles are herewith attached. 

The result of these articles was that Mr. Harold W. Williams, executive 
director, Advisory Board on Problems of Older Workers, Department of Labor 
and Industry, Commonwealth of Pennsylvnaia, wrote a letter to the Germantown 
Courier complimenting Mr. Knief. After some correspondence between Mr. 
Williams and myself, Mr. Williams instructed Mr. Arthur J. Ocinski, regional 
director, Advisory Board on Problems of Older Workers, to contact me. Mr. 
Ocinski’s cooperation, advice, and guidance has been most invaluable thus far 
and, I am sure, will be in the future for our organization. 

Immediately after that, we called a meeting of interested people and started 
discussions for a program. Our very first procedure was to develop a basic 
philosophy for Senior Enterprises, Inc. I am pleased to say that the majority 
of those attending our meetings were agreeable to my premise that when we 
solve the economic phase of the problem we will resolve some of the other 
problems. Then, too, it is our belief that many people, more competent than 
we, are working on the health and sociological phases. 

Mr. Knief prepared our declaration of intentions which was accepted at one 
of our meetings. A copy is herewith attached. The name Senior Enterprises, 
Inc., was adopted and an attorney was instructed, after the meeting of May 17, 
1959, to apply for a corporate charter for a nonprofit organization. A member 
of our group, who prefers to remain anonymous, underwrote the cost of the 
fees for obtaining the charter. Sometime this month, October, we hope to 
have our charter granted to us so that we can put our plans in operation. 
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PLANNED ACTIVITIES 


At the outset it is most important to tell you that, whatever we may under- 
take, will be done in our own establishment, and that we will not act in the 
capacity of a placement agency. The following are some of the aetual plans, 
subject to revision after a period of time devoted to trial and error: 

(1) To seek items for manufacture which the economy and the market 
can consume, 

(2) To develop a department to render services, not now offered and 
provided, for householders and industry. 

(3) To solicit subcontract work from industry, some of which is pres- 
ently going out of our own State. 

There will be other efforts made to provide useful work for the older 
worker. 

We intend to conform with all State and national laws and regulations 
governing industry and nonprofit organizations. We will also respect the 
rights of labor, whether organized or not. Finally, we know that these state- 
ments may be somewhat oversimplified, but we are all dedicated to the task. 
This is our choice, and no obstacles, God willing, shall defeat us. 





[From the Germantown Courier, Feb. 19, 1959] 
(By Wallace W. Knief) 


“For Sale: Dependability, performance, loyalty.” 

Wouldn’t an advertisement worded in this manner create a great deal of inter- 
est if it were used to advertise a radio, automobile, washing machine or vacuum 
cleaner ? 

Or a dedicated worker under 65? 

The problem of the worker turned out to “pasture” when he reaches 65— 
regardless of his desire or ability to continue to perform useful service—is grow- 
ing along with the medical advances which prolong man’s life span and his 
productive career. 

For many of these people, retirement is nothing more than a millstone around 
their necks. 

Not every person is ready to retire at 65. Not every person should. Not 
every worker can continue to maintain the pace beyond 65, but many can come 
close enough to do the job. 

With all our intelligence, today’s society still seems to overlook the fact 
that there are differences in men. Not all usefulness is measured by the 
-alendar. 

A man spends years laying a foundation of experience with untiring devotion 
and loving care, days during which his youthful energies tide him over until 
he assumes a far greater value to his employer for his professional wisdom. 

Everyone has muscle ; not everyone has a brain. 

Are we interested in brains or brawn? Given a choice, which would we culti- 
vate to full maturity and utilize to its utmost? 

My point is this: 

We have thousands upon thousands of men in this country—hundreds upon 
hundreds in Philadelphia and scores upon scores in Germantown—who are no 
more ready to hang up their spurs at 65 than you or I would be at 40. It’s far 
from humane to place a roadblock called “retirement” in front of these active 
and creative minds; minds which have become accustomed to making decisions, 
minds accustomed to accepting resposibility. 

Removing these “doers” and “leaders” from their years-old routine and leav- 
ing in its place inactivity and complete isolation from responsibility and 
decision can work more hardship than benefit. 

Hobbies and “make work” can only heighten the frustration for minds dedi- 
cated to the sound business philosophy that a waste of human resources is worse 
than a waste of material resources. 

And for those older persons entering the “haven” of society-sponsored retire- 
ment at 65 with less than full enthusiasm, the results can be disastrous. 

Why can’t we take these financial brains, legal minds, this management ability, 
merchandising skill, advertising genius and planning acumen and make full 
use of it—on a reduced work schedule—beyond 65? 
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Why can’t someone organize a broad-based professional and crafts agency 
offering ALL services business or industry might require? A small business 
operation might not be able to afford a full-time bookkeeper, advertising man- 
ager, public relations man, artist or engineer, but it could utilize the services 
of a specialist from an all-inclusive agency. 

We also have another opportunity: We have “junior achievers” offering lim- 
ited work opportunities for teenagers. Why not a “senior achievers” for our 
over-65 residents? Make use of proven skills at a moderate expenditure. 

The problem is real, the solutions challenging but limitless, I believe. 

Life in the golden years should be something more than a waiting room for 
eternity. 


[From the Germantown Courier, Mar. 5, 1959] 
ONE SMALL VOICE 
(By Wallace W. Knief) 


My recent column comments, on the plight of the senior citizen forced to 
retire at 65 even though he’s willing and able to continue working, have drawn 
a great deal of response. 

I have heard from many senior citizens who like the idea of forming an 
agency-type service to pool professional know-how and offer it to businesses or 
industries not able to maintain that type of service on a staff basis. 

I have heard from people who have been trying to do something on their own 
for the worker in this predicament. 

I have heard from State officials who have told me of the problem of these 
older people and the real problem of persons 45 to 65. 

It seems that not all the discrimination in this society of ours follows racial 
or religious lines. A more cruel and more senseless discrimination follows the 
calender. 

This is unsound not only from a humanitarian standpoint but from an eco- 
nomic standpoint as well. 

From State officials attempting to place older workers or retain the older 
worker whose craft or profession has fallen into disuse in these changing 
times, I have gotten information on how they hope to convince industry that it 
is good business to hire a man on the basis of what he can do and not how 
many summers he’s seen. 

I have found that this problem of age barriers is not limited to those over 65. 
The critical bracket for obtaining employment on the market today, I’m told, is 
the 45-65 age spread. In Germantown, 45 percent of the 4,100 people on the 
rolls of the Bureau of Employment Security seeking employment are in this 
category. 

This problem of discrimination of the aging and senior citizen is going to 
create an economic situation within 15 to 20 years, experts say, where one- 
third of the population will be between the ages of 18 and 40. The other two- 
thirds, according to present hiring procedures, would be unacceptable since 
they are under 18 or over 40. 

Thus, in 15 or 20 years, unless we do something, we will be facing an era 
where one-third of the population will be supporting (or trying to support) the 
other two-thirds. 

Strangely enough, the white collar worker between the ages of 45 and 65 
or above is in a rougher spot than is his counterpart in the construction indus- 
try, according to a State official who talked to me on this subject. 

A man is expected to pass a physical to push a pencil, walk to and from a 
filing cabinet or carry out the duties of a clerk, but he can do many heavier 
jobs in the construction industry as long as he is in apparent good health with- 
out his age being held against him. 

Germantown, with what is said to be the largest percentage of over-65 resi- 
dents in the city, offers some hope for the older worker. 

Several of the community’s department stores are lauded for the fact that 
they provide work for persons normally considered too old to work by other 
employers. This applies principally to retaining faithful employes who have 
years and years of service, however, rather than to hiring of new personnel in 
the senior citizen group. 

But employment officials in Germantown are thankful for that bright spot in 
the picture. 
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In today’s highly competitive labor market, the worker over 45—and espe- 
cially the one over 65—has a rough battle ahead. 

Everyone is in agreement that something has to be done. And the State 
department of labor and industry is shortly going to announce a parley with 
Pennsylvania’s biggest employers to try to persuade them to hire more and more 
workers in the critical age groups. 

The DLI makes some very good points why these workers should be hired. 
They include: 

(1) Older workers are more productive than younger workers in many cases, 
making up in steadiness, reliability, and accuracy what they may lack in speed 
and physical power. 

(2) It doesn’t cost appreciably more in the “fringe benefits” to hire older 
workers. 

(3) They have the stability that comes with maturity. 

(4) Less time is wasted on the job by the older worker. 

(5) They have a definite desire to work and change jobs less frequently. 

(6) They have a sense of responsibility and loyalty to their job and employer. 

(7) They generally have steady work habits and a serious attitude toward 
their job. 

(8) They have less accidents (in number) but have more time off per acci- 
dent. This balances itself out. 

(9) They can adjust to a new job. Turnover among younger workers attests 
to this. 

(10) Chronological age is no indicator to measuring a person's adjustment. 

Walter D. Fuller, retired president of the Curtis Publishing Co., 2 years ago 
formed the Walter D. Fuller Co. and now has a list of nearly 1,500 specialists 
over the age of 50 offering part- or full-time executive or management staff 
services in more than 175 varieties of business endeavor. 

Fuller’s is a national activity, outside the scope of many senior citizens who 
face the real problem of what to do with their still-active years, but is organized 
on the iines of what older workers have told me they would like to have right 
here in Germantown. 

In essence, the Fuller Co.’s service consists of “finding” of specialists for 
clients. 

Fuller, incidentally, took time to write a letter and say he liked the “one 
small voice” treatment of the problem of the senior citizens. 

Another senior citizen who thought enough of the idea to write me was 
Robert I. Erlichman, vice president of enterprise development for Mayer and 
Dibrell & Co., Inc., management consultants. 

He said he had broached the idea of a “senior achievers’ 
this column suggested the possibility February 19. 

I particularly like a couple of paragraphs Erlichman used to end his letter: 

“You may want to know how we older men feel about ourselves with respect 
to important undertakings. I shall speak entirely for myself and tell you that, 
while we know we are not fleet of foot and cannot waste energy, we also know 
that it isn’t always important to get too far ahead of oneself in making a 
business decision. 

“Finally, I would like to say that the lack of use of the abilities and experi- 
ence of senicr citizens may very well, in the course of time, throw our economy 
into imbalance and put many a useful man into his grave before Mother Earth 
is prepared to receive him.” 

If there are any more senior citizens with ideas on how they can further 
the idea of a local organization dedicated to putting more and more of their 
numbers into active roles in the business world, please let me know. 

I have the names of several persons interested in this type of activity. 


, 


with Fuller before 


STATEMENT OF PRINCIPLES 





SENIOR ENTERPRISES, INC., 


Senior Enterprises, Inc., is a private nonprofit organization dedicated to the 
proposition that age barriers in employment are unrealistic, uneconomical, and 
sociologically harmful. 

Senior Enterprises, Inc., to perpetuate the truism that experience and dedi- 
cation represent industry’s greatest assets in a free economy, is formed to 
demonstrate—in publicity and in practice—that the most fitting climax to a 
productive life is to be encouraged to continue to aid the growth of the economy 
and promote the welfare of the community. 
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Senior Enterprises, Inc., will be an “open end” for opportunity, allowing 
workers in the community to maintain the high level of respectability and respon- 
sibility their earlier years of productivity in their chosen calling have earned 
for them. 

Senior Enterprises, Inc., will achieve these goals without usurping the existing 
opportunities for other persons of different age groups in the community, but 
by supplementing the existing work force with selected applications of enter- 
prisers’ varied skills. 





PREPARED STATEMENT OF FRED DLAULERWASSER, LEGISLATIVE CHAIRMAN OF 
THE SENIOR CITIzENS CENTRAL ASSOCIATION OF PENNSLYVANIA 


The following brief is being submitted by the above organization which is 
composed of golden age clubs, senior citizens clubs, labor unions and civic 
groups in the Philadelphia area. 

To your committee of the Senate on the problems of the aged, in the hope that 
these problems can be dealt with realistically, and not from statistics, which 
take as a criterion, a cross section approximating about 5 percent coverage, 
and use this base as a guide for their deliberations. As in the case of State of 
Pennsylvania in their Philadelphia older workers pilot project, the older workers 
taken into consideration were from the age groups 40 to 62, and no real coverage 
of those workers 65 years or over on social security, of which there are 12 mil- 
lion or over were considered. 

In the opinion of these older citizens, the only good of these serveys is to 
give employment to statisticians and research workers, and not one job that 
could not be filled by the present State employment office, is created by statistics 
or boards or commissions set up to aid older workers, has any value to senior 
citizens over 65. As this is the only project employment for the older worker 
40 to 62 that the State is carrying on, with the exception of a pilot project in 
Philadelphia on mental health of citizens on social security, where if a condition 
needing medical care is found to be necessary, refers the patient to a hospital 
clinie or their own doctor. The State program for the older citizen is woefully 
lacking to this group of citizens which comprises almost 1 million citizens of 
the State of Pennsylvania. We feel that as part of a group who are 65 and over, 
who are receiving social security pensions, and for whom these boards are 
attempting to speak, we should have representation on these commissions and 
boards so that our views could be given consideration. 


RECREATION 


While some recreation facilities have been supplied by the bureau of recrea- 
tion in Philadelphia in which some of the golden age clubs meet, some of the 
recreation halls provided are unsafe, firetraps, and not adapted to use by older 
people, as in most cases they must climb one or two flights of stairs to reach 
the meeting room. 

This is especially hard on those people who must rely on a cane, or suffer other 
handicaps, and in many cases keeps them from attendance at meetings. 

There is a vital need for additional meeting rooms in the Philadelphia area, 
and the city should look into this matter and examine the facilities available for 
senior citizens groups, first to make them safe, second to make them practical by 
having them on the ground floor. 

The Philadelphia Older Citizen Association is sponsoring legislation for 
medical care, both ambulatory and hospitalization; raising the levels of pay- 
ments of social security, especially in the lower brackets, with $50 a month 
minimum, higher payments at death; housing for the elderly, a problem that 
is acute in the State of Pennsylvania where only two projects for housing of 
the elderly are in the report of the Federal Housing & Finance Co., one in 
Bethlehem Muhlenburg Medical Center, 100 units, and Philadelphia Jewish 
Welfare Federation, 206 units, for which in the Philadelphia project, 1,700 ap- 
plications were received the first week. As can be seen, both of these projects 
are sponsored by denominational groups and cannot be classed as housing for the 
elderly. The Philadelphia Housing Authority has had no housing projects for 
the elderly, but erected some housing projects consisting of about 14,000 units 
of which some 400 have been designated for the elderly. No housing for the 
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elderly is available at present in the Philadelphia projects, and the authority 
has a waiting list that will preclude any vacancies for the elderly in the next 
5 years. On the national scene, Federal aided housing for the elderly in 1958 
consisted of 37 projects with a little over 5,039 units and sponsored housing 
by individuail*groups also showed 37 projects with 4,602 units, less than 10,000 
units in the United States in 1958, which is about 1 unit for every 1,200 older 
citizens in the United States. On a national basis we respectfully suggest that 
your committee immediately on the convening of Congress, work for the enact- 
ment of the Forand bill, more Federal aided housing, and an increase in social 
security payments, especially in the lower brackets. 





PREPARED STATEMENT OF Hope McDERMOTT, EXECUTIVE DIRECTOR, AMERICAN 


SERVICE INSTITUTE OF ALLEGHENY COUNTY 


The American Service Institute is a community chest-united fund agency 
which serves the community by assisting individuals of foreign birth or foreign, 
parentage in their efforts to adjust to the American way of life and to become 
participating members in the community. Because of the deep-rooted permeat- 
ing influence that foreign culture plays in the individual’s adjustment and inte- 
gration into the community and the significant numbers of foreign stock in 
Allegheny County, we believe it is important to bring to the attention of this 
committee the special needs of the foreign born aged. 

Of a total population of 1,515,237 in 1950, 9.6 percent are foreign born and 
27.5 percent have parents of foreign birth. In the standard metropolitan area 
which includes Pittsburgh and Allegheny County, 58.4 percent of the white 
population 60 years of age and over in 1950 were foreign stock. Professional 
workers who have direct contact with immigrants and American citizens of 
more recent origin know through experience that the influence of culture is a 
tenacious one which is not abolished by a magic melting pot process. 

Although needs of the aging are basically the same, cultural differences tend 
to enhance the normal human problems of the foreign born. The foreign born 
who have not become integrated into the American culture have the problem 
of being socially isolated when faced with the prospect of old age whether it be 
spent in a public institution or in the outside community. Often unable to com- 
municate in English, the individual is separated from the companionship and 
fellowship so vital to his mental, emotional, and physical well-being. He feels 
no sense of belonging because he has little in common with the social groups 
that are not part of his ethnic culture. Frequently, foreign born aged prfer 
to exist in poor housing facilities at the lowest subsistence level in order to retain 
other satisfactions, such as the ability to communiciate in the language that is 
most familiar; satisfying social outlets; ethnic identity, the freedom to eat what 
he likes and according to his own eating habits; to worship in the church or 
synagogue where he feels comfortable and belongs; to pursue the leisure time 
activities that bring him the greatest pleasures and satisfactions. 

Experience has shown there are frequent instances of resistance to public 
institutions by foreign born ill or aged because of these culturally conditioned 
attitudes. While the language barrier is a significant factor, diet also plays an 
important role in how the individual adjusts to a different environment. People 
want the foods to which they are accustomed and which are prepared according 
to the ways of the ethnic group with which the individual identifies. Foreign 
born patients in hospitals have been known to reject foods that are American in 
taste and character preferring to deprive themselves of nutritional needs rather 
than eat foods which are not palatable to them. 

It is to meet such specific needs as these that nationality organizations, 
through their beneficial fraternities, have established their own institutions 
for the aged which they support and maintain themselves. These organizations, 
in their programs for the aged, provide the manifold props of common language, 
cultural and ethnic identification, familiar diet, and social interests. According 
to a Pittsburgh Bicentennial Workshop Committee of doctors and social workers 
exploring the application of mental health principles to the rehabilitation of 
the aging, nationality organizations “helped ward off the older persons’s break- 
down in identity vis-a-vis his family and community as these latter failed him 
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in the characteristic way of our culture.”* For here the aged immigrant is not 
among strangers. There is recognition of the impact of cultural background 
and awareness of the patterns of emotional behavior characteristic of the 
nationality group, all of which make the transference from family and com- 
munity life to institutional care an easier, happier adjustment. 

Of 17 nationality organizations in Allegheny County with national headquar- 
ters in Pittsburgh, 7 support or maintain their own institutions for the aged 
and are planning their own health and welfare facilities. These organizations 
not only recognize the continuing need for such a facility but also are looking 
toward the expansion or modernization of their programs. While it is their 
prerogative to support such projects if they feel the need, the real crux of the 
problem lies in why they feel the need in view of existing community resources 
with similar functions. Therefore, the beneficial organizations can make an 
important contribution to the welfare community by interpreting the special 
needs of foreign born among the aging in the community as well as in institu- 
tions. Their leadership should be involved in the research, study, and planning 
of overall health and welfare programs if the needs of all in the community 
are to be effectively and adequately met. 

In summary, the American Service Institute recommends that in the consid- 
eration of any studies or planning affecting health, welfare, and recreation 
services for the aged : 

(1) recognition be given to the strong impact of cultural factors and 
ethnic patterns on the foreign born and their children which affect their 
ability to make effective use of community resources ; 

(2) The beneficial societies of nationality organizations, because of their 
knowledge and experience, should be used as a resource in interpreting 
and meeting the special needs and problems of foreign-born aged: 

(3) the leadership of nationality groups and organizations should be 
involved in the planning of health and welfare services. These organizations 
ean make an important contribution to the welfare community by sharing 
ideas and working jointly with social welfare planners in developing effec- 
tive programs for meeting needs in the community ; 

(4) intensive research should include a study of the effect of ethnic cul- 
ture on the aging and their problems. 





AN INTRODUCTION TO THE ALLEGHENY COUNTY INSTITUTION DisTRIcr’s NEw 
HOspPIrraL 


No where in the world is there another hospital like the new Allegheny County 
Institution District Hospital. 

But it is more a matter of imaginative design than of money that distinguishes 
it from all others you have seen. 

For instance, over 1,300 of the hospital’s 2,088 patients are on ground floor 
level because of the wise seiection of a site and use of its topography. 

Also, it is possible in this hospital for 80 percent of the patients to have freedom 
of motion in all directions without use of stairs or ramps. This 80 percent also 
has access to the auditorium without using stairways. Almost as many have 
similar ingress to the church. 

Both church and auditorium are designed not only for ambulatory patients, but 
for wheelchair and litter patients as well, because of the rehabilitation program 
here demands and encourages patient activity. 

The biggest challenge facing a hospital of this kind is to put new life in the 
hearts of aging bodies and to change the despair and apathy of old people who 
are sick and poor into a new desire to live healthy lives again and to return to 
their homes. To meet this challenge, a great deal of attention has been given 
to those things that nourish people’s souls as well as their bodies. 

The use of color, the variety of building materials, the design of hospital 
buildings, the utilization of courts and patios, services for patients—these things, 
although not expensive, offer important treatment for the patients of the institu- 
tion district. The total environment of this new hospital has been planned to 
restore our patients speedily to health and return them to the community. 


1 Report of Bicentennial Workshop No. 1, “How Can Mental Health Principles Be Applied 
to Rehabilitation of the Aging?’ Jan. 22,1959. Pittsburgh, Pa. 
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elderly is available at present in the Philadelphia projects, and the authority 
has a waiting list that will preclude any vacancies for the elderly in the next 
5 years. On the national scene, Federal aided housing for the elderly in 1958 
consisted of 37 projects with a little over 5,039 units and sponsored housing 
by individual*groups also showed 37 projects with 4,602 units, less than 10,000 
units in the United States in 1958, which is about 1 unit for every 1,200 older 
citizens in the United States. On a national basis we respectfully suggest that 
your committee immediately on the convening of Congress, work for the enact- 
ment of the Forand bill, more Federal aided housing, and an increase in social 
security payments, especially in the lower brackets. 


PREPARED STATEMENT OF Hope McCDERMOTT, EXECUTIVE DIRECTOR, AMERICAN 
SERVICE INSTITUTE OF ALLEGHENY COUNTY 


The American Service Institute is a community chest-united fund agency 
which serves the community by assisting individuals of foreign birth or foreign. 
parentage in their efforts to adjust to the American way of life and to become 
participating members in the community. Because of the deep-rooted permeat- 
ing influence that foreign culture plays in the individual’s adjustment and inte- 
gration into the community and the significant numbers of foreign stock in 
Allegheny County, we believe it is important to bring to the attention of this 
committee the special needs of the foreign born aged. 

Of a total population of 1,515,237 in 1950, 9.6 percent are foreign born and 
27.5 percent have parents of foreign birth. In the standard metropolitan area 
which includes Pittsburgh and Allegheny County, 58.4 percent of the white 
population 60 years of age and over in 1950 were foreign stock. Professional 
workers who have direct contact with immigrants and American citizens of 
more recent origin know through experience that the influence of culture is a 
tenacious one which is not abolished by a magic melting pot process. 

Although needs of the aging are basically the same, cultural differences tend 
to enhance the normal human problems of the foreign born. The foreign born 
who have not become integrated into the American culture have the problem 
of being socially isolated when faced with the prospect of old age whether it be 
spent in a public institution or in the outside community. Often unable to com- 
municate in English, the individual is separated from the companionship and 
fellowship so vital to his mental, emotional, and physical well-being. He feels 
no sense of belonging because he has little in common with the social groups 
that are not part of his ethnic culture. Frequently, foreign born aged prfer 
to exist in poor housing facilities at the lowest subsistence level in order to retain 
other satisfactions, such as the ability to communiciate in the language that is 
most familiar; satisfying social outlets; ethnic identity, the freedom to eat what 
he likes and according to his own eating habits; to worship in the church or 
synagogue where he feels comfortable and belongs; to pursue the leisure time 
activities that bring him the greatest pleasures and satisfactions. 

Experience has shown there are frequent instances of resistance to public 
institutions by foreign born ill or aged because of these culturally conditioned 
attitudes. While the language barrier is a significant factor, diet also plays an 
important role in how the individual adjusts to a different environment. People 
want the foods to which they are accustomed and which are prepared according 
to the ways of the ethnic group with which the individual identifies. Foreign 
born patients in hospitals have been known to reject foods that are American in 
taste and character preferring to deprive themselves of nutritional needs rather 
than eat foods which are not palatable to them. 

It is to meet such specific needs as these that nationality organizations, 
through their beneficial fraternities, have established their own institutions 
for the aged which they support and maintain themselves. These organizations, 
in their programs for the aged, provide the manifold props of common language, 
cultural and ethnic identification, familiar diet, and social interests. According 
to a Pittsburgh Bicentennial Workshop Committee of doctors and social workers 
exploring the application of mental health principles to the rehabilitation of 
the aging, nationality organizations “helped ward off the older persons’s break- 
down in identity vis-a-vis his family and community as these latter failed him 
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in the characteristic way of our culture.”* For here the aged immigrant is not 
among strangers. There is recognition of the impact of cultural background 
and awareness of the patterns of emotional behavior characteristic of the 
nationality group, all of which make the transference from family and com- 
munity life to institutional care an easier, happier adjustment. 

Of 17 nationality organizations in Allegheny County with national headquar- 
ters in Pittsburgh, 7 support or maintain their own institutions for the aged 
and are planning their own health and welfare facilities. These organizations 
not only recognize the continuing need for such a facility but also are looking 
toward the expansion or modernization of their programs. While it is their 
prerogative to support such projects if they feel the need, the real crux of the 
problem lies in why they feel the need in view of existing community resources 
with similar functions. Therefore, the beneficial organizations can make an 
important contribution to the welfare community by interpreting the special 
needs of foreign born among the aging in the community as well as in institu- 
tions. Their leadership should be involved in the research, study, and planning 
of overall health and welfare programs if the needs of all in the community 
are to be effectively and adequately met. 

In summary, the American Service Institute recommends that in the consid- 
eration of any studies or planning affecting health, welfare, and recreation 
services for the aged : 

(1) recognition be given to the strong impact of cultural factors and 
ethnic patterns on the foreign born and their children which affect their 
ability to make effective use of community resources ; 

(2) The beneficial societies of nationality organizations, because of their 
knowledge and experience, should be used as a resource in interpreting 
and meeting the special needs and problems of foreign-born aged: 

(3) the leadership of nationality groups and organizations should be 
involved in the planning of health and welfare services. These organizations 
ean make an important contribution to the welfare community by sharing 
ideas and working jointly with social welfare planners in developing effec- 
tive programs for meeting needs in the community ; 

(4) intensive research should include a study of the effect of ethnic cul- 
ture on the aging and their problems. 





AN INTRODUCTION TO THE ALLEGHENY COUNTY INSTITUTION DisTRICT’s NEW 
HOSPITAL 


No where in the world is there another hospital like the new Allegheny County 
Institution District Hospital. 

But it is more a matter of imaginative design than of money that distinguishes 
it from all others you have seen. 

For instance, over 1,300 of the hospital’s 2,088 patients are on ground floor 
level because of the wise seiection of a site and use of its topography. 

Also, it is possible in this hospital for 80 percent of the patients to have freedom 
of motion in all directions without use of stairs or ramps. This 80 percent also 
has access to the auditorium without using stairways. Almost as many have 
similar ingress to the church. 

Both church and auditorium are designed not only for ambulatory patients, but 
for wheelchair and litter patients as well, because of the rehabilitation program 
here demands and encourages patient activity. 

The biggest challenge facing a hospital of this kind is to put new life in the 
hearts of aging bodies and to change the despair and apathy of old people who 
are sick and poor into a new desire to live healthy lives again and to return to 
their homes. To meet this challenge, a great deal of attention has been given 
to those things that nourish people’s souls as well as their bodies. 

The use of color, the variety of building materials, the design of hospital 
buildings, the utilization of courts and patios, services for patients—these things, 
although not expensive, offer important treatment for the patients of the institu- 
tion district. The total environment of this new hospital has been planned to 
restore our patients speedily to health and return them to the community. 


1 Report of Bicentennial Workshop No. 1, “How Can Mental Health Principles Be Applied 
to Rehabilitation of the Aging?” Jan. 22,1959. Pittsburgh, Pa. 
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It was over 6 years in the planning and 8 years in its construction. It repre- 
sents an advance in hospitalization compatible with the renascent city of Pitts- 
burgh which aims also to be the medical center of the world. 


NOW, LET’S GO ON OUR TOUR 

Hospital—Building No. 1 

Here on the ground floor of the hospital building, note the glassed-in lobby 
and the open loggia beyond. This hospital building has eight floors consisting of: 

First floor—administration offices ; 

Second, third, and fourth floors—typical patient floors ; 

Fifth floor—rehabilitation and restorative medicine ; 

Sixth floor—admission floor ; 

Seventh floor—isolation, private or semiprivate rooms ; 

Eighth floor—lab, surgery, X-ray, living quarters for internes, chaplains, etc. 

Our tour, as it begins, proceeds to the left past the elevators and down the 
long corridor for visitors to other sections of the hospital. 


Checkerboard corridor in building No. 2 


Turn to the right at the end of this corridor and enter the recreational core, ° 


proceeding down the checkerboard corridor, so called because of the pattern of 
clear and opaque glass. 

If we pause here for a moment, we can observe to our right a view of the hos- 
pital that shows the many types of materials that went into the construction— 
aluminum, brick, steel, terra cotta, slate, glass, concrete, and stone. To our left 
is one of the two smaller courts with colored terrazzo walks, benches for 
patients, and growing plants. 


Convalescent sections—buildings No. 8 and No. 4 


Ahead is building No. 3 where we will visit a convalescent section (building 
No. 4 is a replica of it). The convalescent floors are identical to the typical 
patient floors in the eighth-floor hospital building where our tour began. Patient 
capacity in the hospital building is 532. 

Each half floor of the convalescent sections, like typical patient floors of the 
hospital, has four 5-bed rooms, each with lavatory facilities. Also, two 2-bed 
rooms with lavatories between them. Then, as we proceed down the hall, there 
are linen rooms and bath facilities and nurses’ station. From this station, 
the nurses can oversee patients in their quarters and also watch over the stair- 
case exits. 

Beyond the nurses’ station is the ward. This ward has six 4-bed cubicles for a 
total of 24 patients and is the largest patient area in any part of the hospital. 

Throughout the hospital, there are 21 different room colors and 9 different 
furniture colors. On any one floor, each room of the hosiptal is of different color 
scheme. 

Adjoining the ward is a solarium. Half of each solarium will be devoted to 
tables and workbench areas where patients can engage in sewing, leather work, 
rugmaking, etc., either as part of therapeutic treatment or as a hobby. The 
other half of the solarium will be for television parlors. 

Each half floor in the convalescent and hospital patients’ floors has 48 patients— 
or 96 to a floor. In this building, patient capacity is 288. Convalescent patients 
are those not requiring intense hospital care, but too ill to be placed in ambula- 
tory facilities. 


Eye, dental offices, auditorium lobby in building No. 2 


We go down the stairs here to the lower floor of this building, passing under 
the checkerboard corridor, and turn right. Here we find the eye examining rooms, 
the dental offices, the barbershop and beauty parlor. There are other dental 
and eye offices on the sixth floor of the main hospital building and these services 
also are available to patients at bedside. The auditorium lobby is beyond. 


Laundry and kitchen in lower levels of building No. 2 


Those who wish may descend two flights here to see the laundry on basement 
level C. With a capacity of over 15,000 pounds a day, this is larger than any 
commercial laundry in the county. Areas also are set aside here for pressing 
and sewing. 

On level B is the kitchen. Here you'll see the modern equipment of the bake- 
shop, the use of stainless steel, walk-in refrigerators and freezers. Over 3,000 
meals can be prepared here at a serving; and as many as 10,000 persons per day 
can be fed by the kitchen in the event of a major disaster. 
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Returning to level A of building No. 2 again, we turn right past the auditorium 
lobby, then into the mushroom corridor. 

Straight ahead we get a good view of the new hospital’s main outdoor court. 
The terrazzo areas, the shrubs, grass, trees, and colorful benches of aluminum 
frames make this an attractive area in any season of the year. See how the 
eye is relieved from the monotony of usual institutional surroundings by the 
varied use of building materials and color. Patients who would otherwise have 


to be confined to wards for their own safety will have freedom to use this super- 
vised enclosure. 


Infirmary building No. 7, west section 


Now we proceed to our left to the nurses’ station of an infirmary section of 
the hospital. This section also is duplicated across the large central court. 
Together, they accommodate 980 who are ambulatory patients requiring medi- 
cal care and nursing supervision. Notice the graded staircase on your right. 
This is for use of those patients who travel daily to the dining room. 

The units of this infirmary section project into the attractive central court as 
you will notice on the photo’ accompanying this tour outline. Although the units 
are not altogether identical, they are quite similar in layout. The unit we are 
visiting, for instance, contains a ward with four 6-bed cubicles. There is ad- 
joining a 12-bed and a 2-bed room. Patients in each section easily can identify 
their section by the different colors of the ceramic tile walls. Each unit in the 
infirmary section has its own solarium and porch. 

You will notice, perhaps, that this ward is different from the typical ward of 
the hospital and convalescent sections where there are 4-bed cubicles. Here 
there are 6-bed cubicles. The reason for this is that there is less need for pri- 
vacy in the infirmary section since ward areas are used only for sleeping. Other 
areas are provided for sitting and recreation. 

Let’s turn back now to view another of the hospital’s two smaller courts. This 
is called the mirror lake court and has a pool and fountain designed in the style 
of downtown Pittsburgh’s Mellon Park. 

See the open sundecks and porches that overlook the court where patients on 
wheelchairs or litters can enjoy the outdoors in good weather. Observe, also, the 
variety of architectural forms that can be seen from here—the pyramid of the 
church, the rectangular hospital building, the dome of the auditorium. This 
could be a favororite spot of camera fans. 

We proceed to the left now, then turn right past the patients’ dining room. 
This dining room overlooks both the mirror lake court and the large central 
court. It can serve over 900 people, cafeteria style, in two sittings. 
Auditorium—bduilding No. 5 


Passing the kitchen, we enter the auditorium. 

The auditorium seats 750. It is designed so that patients in wheelchairs or on 
litters also can find room here to see the movies, attend the lectures or dramatic 
presentations. 

Interesting about the auditorium is the fact that most patients able to attend 
need not use stairs for they can enter the auditorium on three different levels. 

We'll walk up to the balcony level and, leaving the auditorium, walk through 
the patient’s library. A library is very important to long-term patients and we 
are hopeful that this will become a branch of the Carnegie Library. 
Interdenominational church—building No. 6 

Crossing the corridor, we enter the church. 

Unique about the church, apart from its design, is the three-denominational 
revolving altar for Protestant, Catholic and Hebrew faiths. Another interesting 
feature is the lighting which falls through the stained-glass windows at the en- 
trance, and at the opposite end, upon the altar. The church accommodates 250 


and will have an organ. Like the auditorium, the church is designed for use by 
wheelchair and litter patients as well as ambulatory patients. 


Administration in building No. 1 


Leaving the church, we'll return to the main hospital building lobby via the 
long corridor that parallels the visitors’ corridor. Here are the hospital admin- 
istration offices. The offices on the right are for investigators, social service 
personnel, purchasing, revenue, and other administration work. On the left are 


1 Not reproduced. 
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physicians’ offices, staff lounge, library, and conference rooms. The furniture 
of the offices is two-toned to carry out the theme of multi-color throughout the 
hospital. 

OUR TOUR IS ENDED NOW 


We of the institution district hope you have enjoyed your visit to the new 
hospital and that you will tell others about it. The people of Allegheny County 
should know what is provided for those who are sick, and very often aged, who 
cannot pay for prolonged private hospital care. 

This hospital, merely because it is beautiful, is not an extravagance. It has 
been economically engineered by imaginative people to give new life to our older 
county residents and others who need medical assistance. 





PREPARED STATEMENT BY Mr. G. B. TRINKAUS, MANAGER, GROUP DEPARTMENT, 
AETNA LIFE INSURANCE CO, 


INTRODUCTION 


As a representative of the insurance industry located in southwestern Pennsy}- 
vania for more than 25 years, and particularly as a representative of a company 
writing group insurance I have been aware that many of us in the industry here 
have followed closely the hearings of the subcommittee which have been held in 
Washington and other places. We have been impressed by the wealth of statisti- 
“al information and opinions furnished to you. The expert testimony shows 
clearly that the problems of the aged are complex, encompassing not only health 
care and health insurance but also adequate income, housing, employment, ad- 
justment in living habits, and other problems. It is to be expected that not all of 
the statistics and testimony would be in complete agreement. Predictions of 
things to come many years in the future is hazardous even if there were a com- 
plete agreement on the situation today. Nevertheless, the discussions stimulated 
by your hearings will be beneficial to all of us. 

The purpose of my filing this statement with your committee today is to dis- 
cuss the work of the insurance companies and their representatives in western 
Pennsylvania in trying to meet some of the problems of the aged and aging, and 
to point out some of the things that have been done and are being done to meet 
this problem both nationally and locally. 

My purpose is also to again call to your attention some of the statements that 
have been previously filed with the committee in other appearances before it. 

We in the insurance industry provide an important service to a vast number 
of people in meeting a multitude of their personal security needs. As has been 
previously stated before your subcommittee, not all older people are subject to the 
same forces—they have different needs, desires, family connections and other 
assets. Hence, any service designed to meet these needs must be a flexible one. 
This kind of flexibility is provided through the development of a wide portfolio of 
both group and individual policies. These policies provide income for retirement, 
death benefits, income replacement during periods of disability and insurance 
against the costs of health care. Many of these coverages are available for both 
the head of the household and dependent members of his family. 

Since health care benefits for the aged have received the most attention in re- 
cent years, I shall discuss this coverage first and shall follow these by comments 
on life insurance benefits, pension benefits, and efforts by the insurance industry 
in the areas under your consideration. I shall not attempt to discuss specific 
programs that had been effected by my own and other insurance companies, as 
these have been outlined to you in previous discussions. 


HEALTH CARE INSURANCE 


At your Washington hearings you heard testimony by Mr. Follmann with re- 
spect to the role of voluntary health insurance in financing health care for the 
aged. It is obvious from his testimony that the insurance industry is well over 
the threshold of providing health care coverage for the older citizens, whose 
needs for coverage are even greater than those of the younger people. ‘There is 
every reason to believe that the considerable expansion of health care coverage 
for older people which we have seen in the last 5 years will continue in the future 
provided Government does not discourage such continued efforts by the in- 
dustry. 
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For quite some time the group insurance writing companies have had an 
interest in the continuation of group insurance coverage for retired lives, and 
during the past few years many group policyowners have amended their group 
contracts to continue some health care insurance for employees and their depend- 
ents after retirement. The level of benefits provided, cover a wide range. In 
some cases the full benefits available to active employees are continued after 
retirement. In other cases, because of cost, the benefits are limited by using 
lifetime maximums or similar devices. Individual hospital, medical, and sur- 
gical contracts are now available at the older ages and the nonmedical conver- 
sion of group hospital-medical and surgical insurance at termination of employ- 
ment or retirement is now an established and growing practice. 

Since Mr. Follmann in his testimony before your subcommittee in Washington 
described the seven principal methods being employed by insurance companies to 
provide protection for the aged against the costs of medical care, I shall not 
repeat them He also reviewed the recommendations made to its member 
companies by the Health Insurance Association of America in December 1958. 
In general, these recommendations urged the insurance industry to continue to 
expand both group and individual health care coverages at the older ages as 
rapidly as possible consistent with sound underwriting. These recommendations 
show that the insurance industry is well aware of the problems of the aged and 
its responsibility in this area and is taking increasing and effective action. 


THE FUNCTIONS OF LIFE INSURANCE 


While much of the discussion of the insurance needs of the aged has been 
directed toward the need for health care coverage, very little mention has been 
made of life insurance and pension benefits which are certainly an integral part 
of the overall financial protection enjoyed by aged and aging people. Your com- 
mittee is well aware of the billions of life insurance in force under individual 
and group forms. Most of this insurance will provide financial security in later 
years for widows and other dependent members of the family of the deceased 
worker whether death occurs before or after retirement. In addition, life insur- 
ance and pension plans frequently provide an income upon the insured’s 
disability. I wish again to call the attention of the committee to the flexible 
provisions of life insurance policies under their optional methods of settlements, 
and their cash and loan values, as well as the waiver of premium provision 
which releases income for other needs during disability. Certainly any evalua- 
tion of the financial needs and assets of our aged must be made with proper 
recognition of the extent of life insurance coverage. 


EMPLOYER PENSION PLANS 


Your committee is completely aware of the enormous growth of voluntary 
pension and retirement plans and the continuous effort te bring the benefits of 
these plans through business and industry to an ever increasing number of 
people by the insurance companies, by banks, and through trustees of self- 
administered plans. In my experience the activity of the insurance companies 
in this field has never been more active than at present, and I am sure the same 
applies to other efforts in the same direction. From what I have been able to 
learn there are few, if any, sections in the country where there has been more 
activity in this connection than in southwestern Pennsylvania, and I am sure 
that any study you made of this matter would verify this statement. 


REFEREN CES 


In preparing this statement for the committee I have, of course, referred to 
the many documents that have been previously placed in your hands and I feel 
that it would be appropos to refer to those which have most impressed me and 
which I recommend for your future consideration. 

The statement made by Mr. J. F. Follmann, Jr., director of the Health Asso- 
ciation of America, information research division, made before your committee 
on June 1959, and appearing from pages 211 to 223 in the record of these hearings. 

The statement made on October 13 and 14 by Mr. Edward A. Green, vice 
president and group actuary, John Hancock Mutual Life Insurance Co., and a 
fellow of the Society of Actuaries, with especial reference to his items (1), 
(2), and (3), under his summary. 
























































retires 


764 THE AGED AND THE AGING IN THE UNITED STATES 


CONCLUSION 


It is my conviction that the insurance company representatives in southwestern 
Pennsylvania are deeply interested in, and keenly aware of, the problems of the 
aged and aging and are proud of the great progress in this direction now being 
made by the insurance industry. 

On behalf of the insurance industry I appreciate your allowing me to submit 
this paper to your committee. 





PREPARED STATEMENT OF AMERICAN SERVICE INSTITUTE OF ALLEGHENY COUNTY, 
PITTSBURGH, PA. 


TESTIMONY RE IMPACT OF CULTURAL FACTORS ON FOREIGN-BORN AGED 


The American Service Institute is a Community Chest-United Fund agency 
which serves the community by assisting individuals of foreign birth or foreign 
parentage in their efforts to adjust to the American way of life and to become 
participating members in the community. Because of the deep-rooted, perme, 
ating influence that foreign culture plays in the individual’s adjustment and in- 
tegration into the community and the significant numbers of foreign stock in 
Allegheny County, we believe it is important to bring to the attention of this 
committee the special needs of the foreign-born aged. 

Of a total population of 1,515,237 in 1950, 9.6 are foreign born and 27.5 percent 
have parents of foreign birth. In the standard metropolitan area which includes 
Pittsburgh and Allegheny County, 58.4 percent of the white population 60 years 
of age and over in 1950 were foreign stock. Professional workers who have 
direct contact with immigrants and American citizens of more recent origin 
know through experience that the influence of culture is a tenacious one which 
is not abolished by a “magic melting pot” process. 

Although needs of the aging are basically the same, cultural differences tend 
to enhance the normal human problems of the foreign born. The foreign born 
who have not become integrated into the American culture have the problem 
of being socially isolated when faced with the prospect of old age whether it be 
spent in a public institution or in the outside community. Often unable to com- 
municate in English, the individual is separated from the companionship and 
fellowship so vital to his mental, emotional and physical well-being. He feels no 
“sense of belonging” because he has little in common with the social groups 
that are not part of his ethnic culture. Frequently, foreign-born aged prefer 
to exist in poor housing facilities at the lowest subsistence level in order to 
retain other satisfactions, such as the ability to communicate in the language 
that is most familiar; satisfying social outlets; ethnic identity, the freedom to 
eat what he likes and according to his own eating habits; to worship in the 
church or synagogue where he feels comfortable and “belongs”; to pursue the 
leisure time activities that bring him the greatest pleasures and satisfactions. 

Experience has shown there are frequent instances of resistance to public 
institutions by foreign-born ill or aged because of these culturally conditioned 
attitudes. While the language barrier is a significant factor, diet also plays an 
important role in how the individual adjusts to a different environment. People 
want the foods to which they are accustomed and which are prepared according 
to the ways of the ethnic group with which the individual identifies. Foreign- 
born patients in hospitals have been known to reject foods that are “American” 
in taste and character, preferring to deprive themselves of nutritional needs 
rather than eat foods which are not palatable to them. 

It is to meet such specific needs as these that nationality organizations, 
through their beneficial fraternities, have established their own institutions 
for the aged which they support and maintain themselves. These organiza- 
tions, in their programs for the aged, provide the manifold props of common 
language, cultural and ethnic identification, familiar diet, and social interests. 
According to a Pittsburgh bicentennial workshop committee of doctors and social 
workers exploring the application of mental health principles to the rehabilita- 
tion of the aging, nationality organizations “helped ward off the older person’s 
breakdown in identity vis-a-vis his family and community as these latter failed 
him in the characteristic way of our culture.”? For here the aged immigrant 





2 Report of Bicentennial Workshop No. 1: “How Can Mental Health Principles Be 
Applied to Rehabilitation of the Aging?” Jan. 22, 1959. Pittsburgh, Pa. 
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is not among strangers. There is recognition of the impact of cultural back- 
ground and awareness of the patterns of emotional behavior characteristic of 
the nationality group, all of which make the transference from family and 
community life to institutional care an easier, happier adjustment. 

Of 17 nationality organizations in Allegheny County with national head- 
quarters in Pittsburgh, 7 support or maintain their own institutions for the aged 
and are planning their own health and welfare facilities. These organizations 
not only recognize the continuing need for such a facility but also are looking 
toward the expansion or modernization of their programs. While it is their pre- 
rogative to support such projects if they feel the need, the real crux of the 
problem lies in why they feel the need in view of existing community resources 
with similar functions. Therefore, the beneficial organizations can make an 
important contribution to the welfare community by interpreting the special 
needs of foreign among the aging in the community as well as in insti- 
tutions. Their leadership should be involved in the research, study, and plan- 
ning of overall health and welfare programs if the needs of all in the commu- 
nity are to be effectively and adequately met. 

In summary, the American Service Institute recommends that in the considera- 
tion of any studies or planning affecting health, welfare and recreation services 
for the aged: 

1. Recognition be given to the strong impact of cultural factors and ethnic 
patterns on the foreign born and their children which affect their ability 
to make effective use of community resources. 

2. The beneficial societies of nationality organizations, because of their 
knowledge and experience, should be used as a resource in interpreting and 
meeting the special needs and problems of foreign-born aged. 

3. The leadership of nationality groups and organizations should be in- 
volved in the planning of health and welfare services. These organizations 
can make an important contribution to the welfare community by sharing 
ideas and working jointly with social welfare planners in developing effec- 
tive programs for meeting needs in the community. 

4. Intensive research should include a study of the effect of ethnic culture 
on the aging and their problems. 


Xx 





